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hours (average) required to reduce fever 


MIXED SULFONAMIDES 
WITH PENICILLIN 


PARENTERAL PENICILLIN 


SULFADIAZINE 


Volimer, Pomerance and Brandt observed that the administration of sulfonamide 
mixtures when combined with penicillin reduced fever in patients with pneumonia 
more rapidly than sulfadiazine or penicillin alone.* 
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Each Bonadoxin Tablet contains 25 mg. meclizine hydrochloride, 50 mg. 
pyridoxine hydrochloride. 
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HYPERTENSION 


alliance 
of the classic 
and contemporary... 


 THEOMINAL R.S. 


(Theominal with Rauwolfia serpentina) 


(5 grains) 0.32 Gm. 
(1/6 grain) 10 mg. 
Rauwolfia serpentina alkaloids (alseroxylon fraction)......................1.5 mg. 


Theominal itself has been widely prescribed for essential hypertension for sev- 
eral decades. The addition of Rauwolfia serpentina alkaloids—purified alseroxylon frac- 
tion—to the well established Theominal formula represents a substantial improvement. 


With the use of Theominal R.S., objective and subjective improvement can be 
obtained in a large percentage of hypertensive patients. There is mild and gradual but 
sustained reduction of excessive blood pressure and pulse rate to near normal levels. 
Striking symptomatic improvement occurs concurrently: alleviation of congestive 
headache, vertigo, dyspnea, nervous irritability, apprehension and insomnia. 


With Theominal R.S. medication the antihypertensive action of Luminal and 
theobromine may be evident in a few days, whereas a week or more may elapse before 
the Rauwolfia component exhibits its maximum effectiveness. However, the sense of 
well being due to Rauwolfia is experienced within a few days of medication and usu- 
ally precedes the development of the maximum antihypertensive effect. Theominal R.S. 
is well tolerated. 


DOSAGE: The usual dose of Theominal R.S. is 1 tablet two or three times 
daily. When improvement has been maintained for a time, the dose may be reduced or 
medication suspended occasionally until its resumption is indicated. 


HOW SUPPLIED: Theominal R.S. is supplied in bottles of 100 tablets. My 
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METHOD AVAILABLE...” 


After giving ‘Teldrin’ Spansule capsules to 30 allergic patients over a 6 month period, 
Rogers! concluded: 


“It is our belief that this drug in this form provides the best method available for 
using antihistamine medication.” 


‘Teldrin’ Spansule capsules are “the best method available’ because they incorporate 3 
distinct advantages: 


1. They contain chlorprophenpyridamine maleate, the widely prescribed, 
well-tolerated antihistamine. 


2. They release this drug slowly, continuously, and uninterruptedly over a 
period of 8-10 hours, with a therapeutic effect lasting approximately 12 
hours. Side effects are thus held to a minimum. 


3. They provide maximum dosage convenience. 


chlorprophenpyridamine maleate 


brand of sustained release capsules 


S.K.F.’s widely acclaimed new 


ANTIHISTAMINE 


preparation 


made only by 
Smith, Kline & French Laboratories, Philadelphia 1 


the originators of sustained release oral medication 


1. Rogers, H. L.: Ann. Allergy 12:266 (May-June) 1954. 
*T.M. Reg. U.S. Pat. Off. 
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reactive 


Liquids’ 


dihydroxy aluminum aminoacetate, N.N.R. 


The therapeutic advantages of dihydroxy aluminum aminoacetate 
(ALGLYN) as an effective antacid in tablet form are now well estab- 
lished. A more recent comparison between the reactivity of Alglyn 
and the most widely prescribed forms of aluminum hydroxide (both 
gels and tablets) in vitro is reported by (1.) Rossett and Rice in 
Gastroenterology, 26:490, March, 1954. Reprints on request. 


For rapid and prolonged antacid 
therapy effective in Tablet form 


ALGLYN” 


Each tablet contains dihydroxy 
aluminum aminoacetate, N.N.R., 
0.5 Gm. Bottles of 100. 


For antacid-spasmolytic therapy 


BELGLYN* 


Each tablet contains dihydroxy alu- 
minum aminoacetate, N.N.R., 
0.5 Gm.; belladonna alkaloids (as 
sulfates), 1/400 gr. Bottles of 100. 


For antacid-spasmolytic action 
plus sedation 
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gr.; phenobarbital, 1/4 gr. 
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® Rauwiloid is not the crude rauwolfia root. 
Rauwiloid presents the total hypotensive activity of 
the pure whole Rauwolfia serpentina (Benth.) root 
—but it is freed from the inert dross of the whole root 


and its undesirable substances such as yohimbine- 
type alkaloids. 


® Rauvwiloid is not merely a single contained alka- 
loid of rauwolfia. Rauwiloid provides the balanced 
action of the several potent alkaloids in rauwolfia; 
reserpine—regardless of the brand name under 
which it is marketed—is only one of the desirable 
alkaloids in Rauwiloid. 


@ Rauwiloid contains, besides reserpine, other 
active alkaloids, such as rescinnamine,':* reported 
to be more potent than reserpine. 


@ Rauwiloid is the original alseroxylon fraction 
of unadulterated Rauwolfia serpentina (Benth.)— 
rauwolfia in its optimal form—virtually no side 
actions—no known contraindications. It rarely needs 
dosage adjustment. The dose for most patients is 2 
tablets (2 mg. each) at bedtime. 


If you have prescribed rauwolfia in other forms, it will 
not take many patients to convince you that Rau- 
wiloid serves better. Please write for clinical samples. 


1. Klohs, M. W.; Draper, M. D., and Keller, F.: J. Am. Chem. Soc. 76:2843 
(May 20) 1954. 

2. Cronheim, G.; Brown, W.; Cawthorne, J.; Toekes, M. I., and Ungari, J.: Proc. 
Soc. Exper. Biol. & Med. 86:110 (May) 1954. 
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Levo-Dromoran Tartrate *Roche'...a 

new form of synthetic narcotic... 
usually longer acting than morphine... 
less likely to produce -.constipation... 
effective in very small doses (2 to 3 mg) 


eeegiven orally or subcutaneously... 


Levo-Dromoran’ -- brand of levorphan. 


Nisentil 'Roche'* usually relieves 
pain within five minutes after 
subcutaneous injection...lasts 
for an average of two hourSee.e 
especially useful for painful 
office and clinic procedures... 


Nisentil’ Hydrochloride -- brand 


of alphaprodine hydrochloride. 
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for sedation 


tranquilization without hypnosis 


RAU-SED 


SQUIBB RESERPINE 


the chief sedative alkaloid 
of rauwolfia 


0.1 and 0.25 mg. tablets, 
bottles of 100 and 1,000. 
0.5 mg. tablets, 

bottles of 50 and 500. 


hypertension 
RAUDIXIN 


SQUIBB RAUWOLFIA 


contains all the alkaloids 
of rauwolfia 


50 and 100 mg. tablets, 
bottles of 100 and 1,000. 


SQUIBB 


“RAU-SED AND RAUDIXIN’'* ARE SQUIBB TRADEMARKS 
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efficiency 


declines 


CONVERTIN supports digestive function 
by selective release of: 


hydrochloric acid in the stomach, 
and desoxycholic acid and pancreatin 
in the small intestine. 


Experience shows that the supplementation 
of gastric and pancreatic digestants is 
normally beneficial among the elderly.' 


SON VE RTIN' 


digeslanl 


permit a more varied diet . . . better 
nutrition ... by partial replacement 
of digestants diminished with age. 


Each CONVERTIN Tablet is actually two 
tablets in one: 

A sugar-coated outer layer designed to 
release in the stomach: 

Betaine HCl... 130.0 mg. (Provides 


5 minims Diluted Hydrochloric Acid U.S.P.) and 
Oleoresin Ginger ... 1/600 gr. 


Surrounding an enteric-coated core designed 
to release in the small intestine: 


Pancreatin ... 62.5 mg. (Equiv. to 
250 mg. U.S.P.) and 
Desoxycholic Acid... 50.0 mg. 


DOSAGE: Two tablets with or just after meals. 
Dose may be reduced, usually after first week, 
at the discretion of the physician. 


SUPPLIED: In bottles of 84 and 500 tablets. 


Available on prescription only 


B.F. ASCHER & COMPANY, INC. 


Ethical Medicinals 


KANSAS CITY, MO. 


1. Lee, R. I.: Chicago M. Soc. Bull. : 48 :503, 
1946. 2. Golob, M.: Am. J. Digest. Dis. 18:308, 1951. 

3. Sahacin J. S., and Darby, W. J.: Nutrition and Diet 
in Health and Disease, ed. 6, Philadelphia, 

W. B. Saunders Company, 1952, pp. 416, 476. 
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lowers pressure for 4 to 6 hours 

'~ New and Nonoficial Remiedies: A.M.A, Council. on, 
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for relaxation 


Times 81:266 1958. \ 1951. 
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capillary protection 
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«Delaware State M. (et) 1950, 


BRINGS THE PRESSURE DOWN SLOWLY SAFELY 


Complete Medication for the Hypertensive 


Each Semhyten Capsule contains: Phenobarbital..44 gr. (15 mg.) 
Mannitol Hexanitrate....% gr. (30 mg.) Rutim 10 mg. 
Theophylline ................ 112 gr. (0.1Gm.) Ascorbic Acid ................ 15 mg. 


Supplied: In bottles of 100, 500 and 1000 pink-top capsules. 
The S. E. MASSENGILL Company -: Bristol, Tennessee 


effect of mannito 
~ 
\ 
\ 
\ 
! 
/ 
= 7 
wiles 
= 
4 
— 


20 SOUTHERN MEDICAL JOURNAL November 1954 


Because it is widely known 
throughout the world 
and has demonstrated its 


effectiveness in rapidly 


controlling the great majority 

of common infections, 

this broad-spectrum 
antibiotic is prescribed 


with certainty by 


physicians the world over. 


Supplied in the many convenient forms required in the 
practice of modern medicine: Capsules, Tablets (sugar 
coated), Pediatric Drops, Oral Suspension, Intravenous, 
Intramuscular, Ophthalmic (for solution), Ophthalmic 
Ointment, Ointment (topical), Vaginal Tablets, Troches, 
Otic, Nasal, Aerosol, Soluble Tablets and Topical Powder. 
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cin rapid absorption 


RAND OF OXYTETRACYCLINE wide distribution 
prompt response 


excellent toleration 
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Gratifying relief from painful urinary symptoms 


PYRIDIUNr 


(PHENYLAZO-DIAMINO-PYRIDINE HCL) 


In a matter of minutes after ingestion, the sooth- 
ing, colorful action of Pyripium allays physically 
and psychologically the acute dysuria, urgency 
and frequency that accompany pyelonephritis, 
cystitis, prostatitis and urethritis.! 

PyRIDIUM is non-toxic and compatible with 
sulfonamides and antibiotics. Thus, its concomi- 
tant use with antibacterials poses no additional 
problem in medical management. 


1. Fetter, T.R., Delaware State Med. J. 25:309, 
Nov. 1953. 


SUPPLIED: 0.1 Gm. (14 gr.) tablets, in vials of 
12 and bottles of 50. 


Pyripium is the registered trade-mark of Nepera 
Chemical Co., Inc. for its brand of phenylazo-diamino- 
pyridine HCl. Sharp & Dohme, Division of Merck 
& Co., Inc., sole distributor in the United States. 


SHARP & DOHME 
Philadelphia 1, Pa. 
Division of MERCK & CO., INC. 
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ACHROMYCIN 


TETRACYCLINE 


TABLET 


A widely prescribed form of the 
outstanding broad-spectrum antibiotic 


Sugar-coated, easy-to-swallow ACHROMYCIN 
Tablets are available in three potencies: 50, 100, 
and 250 mg. 


In each of its many forms, ACHROMYCIN exhibits 
notable characteristics: it diffuses rapidly in body 
tissues and fluids; gastrointestinal irritation is rare 
and mild in nature. 


ACHROMYCIN has proved effective against a wide 
variety of infections including those caused by 
Gram-positive and Gram-negative bacteria, rickett- 
sia, and certain virus-like and protozoan organisms. 


OTHER DOSAGE FORMS 
CAPSULES: 50, 100, and 250 mg. 
PEDIATRIC DROPS: (see opposite page) 
ORAL SUSPENSION: (see opposite page) 


SPERSOIDS* Dispersible Powder (Chocolate Flavor): 50 mg. per rounded 
teaspoonful (3 Gm.), 12 and 25 dose bottles 


SOLUBLE TABLETS: 50 mg. 
INTRAVENOUS: vials of 100, 250, and 500 mg. 


INTRAMUSCULAR: vials of 100 mg. (for dilution with 2 cc. of sterile 
water or saline) 


TOPICAL OINTMENT (3%): % and 1 oz. tubes 
OPHTHALMIC OINTMENT (1%): % oz. tubes 
EAR SOLUTION (0.5%): 10 cc. dropper bottles 


PREG. U.S. PAT. OFF. 


Tetracycline Lederle 
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ACHROMYCIN 


Tetracycline Lederle 


SUSPENSION 
and 
PEDIATRIC DROPS 


& popular cherry flavor 


ACHROMYCIN is available in two cherry- 
flavored dosage forms that are highly ac- 
ceptable to patients—particularly children. 


The Pediatric Drops are packaged with 
an easy-to-read graduated dropper. The 
Oral Suspension, supplied as dry crystals 
ina 1 oz. bottle. Both Oral Suspension and 
Pediatric Drops, when reconstituted by the 
pharmacist or nurse, retain potency for 
two weeks at room temperature. 


ACHROMYCIN, an outstanding broad- 
spectrum antibiotic, is relatively free from 
untoward side reactions and provides rapid 
diffusion in body tissues and fluids. 


ORAL SUSPENSION (Cherry Flavor): 250 mg. per 
teaspoonful (5 cc.), 1 oz. bottles 


PEDIATRIC DROPS (Cherry Flavor): 100 mg. per 
cc. (approx. 5 mg. per drop), 10 cc. bottles 


U.S. PAT. OFF. 


LEDERLE LABORATORIES DIVISION 
american Cyanamid company PEARL BIVER, WW. Y. 
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100 TABLETS 
QUINIDINE 
SULFATE 


Natural 


"AL DOSE: One 
Vabbet - ected by 


Boston, Mass. 


Whe knows when) 


TABLETS QUINIDINE (Davies, Rony 
0:2: Gram: (approx. 3 Stains) 


he is'prescribing Quinidine Sulfate, produced frost’ NATURAL sources, 


Rose & Company, Limited Boston 


( Davies, Rese) 
i 
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Relief and Repair in 


RHEUMATIC CONDITIONS 


Arthritis Sciatica Neuritis Neuralgia * Gout 


Glucuronolactone replacement therapy . . . counter- 
acts the degenerative influences of elevated serum 
hyaluronidase in rheumatic patients. 


Salrin . . . sodium-free salicylamide . . . does not 
metabolize to free salicylic acid . . . analgesic. 


Non-Toxic...no known contra- 
indications . . . well tolerated. 


GLU-SAL Warren-Teed — bottles of 
100 and 500 tablets 


THE WARREN-TEED PRODUCTS COMPANY, 
COLUMBUS 8, OHIO 


frre Op, 
tl d 
LEP. 


She product you have been looking jor 
to increase appetite and growth 


RT) 


combines the 3 vitamins impor- 
tant for appetite and growth. 


U N lau E ONE TABLET CONTAINS: 


25 meg. 
OMBINATION 5 mg. 


DOSE: 1 tablet daily 


Pleasant tasting, specially con- 
structed soft tablet (Softabt) melts 


U N | Q U E in the mouth. 


FORM If liquid is preferred OREXIN 
tablet dissolves quickly in tea- 
spoon of water. 


Available at all pharmacies 


in bottles of 30 and 100 tablets 


THE STUART COMPANY Pasadena 1, California 


t Trade Mark 


(STUAR' 
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Vallestril insures 
maximal estrogenic 
potency with 
minimal activity on 
the endometrium 
and thus singular 
freedom from 
withdrawal bleeding. 


SOUTHERN MEDICAL JOURNAL 


Unique “Target Action” of Vallestril® 


Vattestril has been found to exert its selective 
“target action” on the vaginal mucosa. Con- 
versely the effect on the uterus or endome- 
trium is negligible. 

In pharmacologic studies, using the Allen- 
Doisy technic, Vallestril was found to be more 
active than estradiol and twice as potent as 
estrone on the vaginal mucosa. On the other 
hand, using the Rubin technic, Vallestril was 
found to have only one-tenth the activity of 
estrone on the uterus, a suggested explanation of 
its low incidence of withdrawal bleeding. 

In clinical evaluation, covering a period of two 
and one-half years, Vallestril was found* to be 
“an effective synthetic estrogen. . . singularly 
free from toxic effects and complications, espe- 
cially uterine bleeding. ... The beneficial effect 
of the medication appeared within three or four 


days in most menopausal patients... . failure to 
encounter withdrawal bleeding in any patient 
was most gratifying... .” 

Such unwanted reactions as nausea, mastalgia 
and edema also occur less frequently with 
Vallestril. 

Vallestril is preferentially indicated whenever 
estrogens are of value: The menopausal syn- 
drome; pain of postmenopausal osteoporosis ; 
pain of osseous metastases of prostatic cancer. 

Dosage: Menopause—3 mg. (1 tablet) two or 
three times daily for two or threc weeks, followed 
by 3 or 6 mg. daily for one month. Supplied 
only in scored tablets of 3 mg. G. D. Searle & 
Co., Research in the Service of Medicine. 


*Sturnick, M. I., and Gargill, S. L.: New England J. 
Med. 247:829 (Nov. 27) 1952. 
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a patient 


toa diet 


but you can’t make him eat it! 


There will be much less balking at diets, however, if you advise the patient to add Ac’cent to his food. 
Ac’cent, though not adding a flavor of its own, brings out the natural flavors 

of foods. It makes heavy seasoning unnecessary. Even in foods that are held fora 

long period of time, Ac’cent retains the true delicious flavors. 

Ac’cent, obtained from natural food sources, is 99-++ % pure monosodium glutamate 

incrystal form. It is not asynthetic chemical, and it is nontoxic. Ac’cent contains 

12.3 per cent of sodium. Include Ac’cent in your special 
diets when indicated... “finicky eaters,” too, will find 
it makes food taste better... it is available at 
neighborhood food stores. 


Ac’cent is not 

a salt substitute, 
but it will make foods 
more flavorful. 


May we send youa brochure on Ac’cent® 
(99 +o pure monosodium glutamate) 
makes good food and good cooking taste better! 
AC'CENT, T. M. Reg. U.S. Pat. Off. 


Amino Products Division 
International Minerals & Chemical Corporation e 20 North Wacker Drive, Chicago 6, Illinois 


You can lead 
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IN CANCER PATIENTS 


THORAZINE* 


—relieves: 


intractable pain 


by the potentiation of analgesics, narcotics and sedatives. 


nausea and vomiting 


due either to the malignancy or distress-producing therapy. 


apprehension and anxiety 


associated with cancer and thus promotes a sense of well-being. 


From a study of ‘Thorazine’ in patients with far advanced cancer, 
Lucas et al. state: 
“Favorable effects included relief of pain, muscle spasm, 
nausea, vomiting, dyspnea, cough, restlessness, apprehen- 

sion . . . improvement in appetite, sleeping, strength, sense 

of well-being and decrease in need for narcotics.” 

Proc. Am. A. Cancer Research 1:30 (April) 1954 


Available in 10 mg., 25 mg. and 50 mg. tablets; 25 mg. ampuls 
(1 cc.) and 50 mg. ampuls (2 cc.). 


Additional information on ‘Thorazine’ is available on request. 


Smith, Kline & French Laboratories 
1530 Spring Garden Street, Philadelphia 1 


*Trademark for S.K.F.'s brand of chlorpromazine hydrochloride 


Chemically it is 10-(3-dimethylaminopropy])-2-chlorphenothiazine hydrochloride. 
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’ D In Single-Dose Applicators 


, antibiotic moniliasis 


ue diabetic vulvitis” 


W/ vaginal thrush? 
¥ pregnancy moniliasis 


W 93% clinically 


effective in the most resistant 


VW cases during the last trimester of pregnancy 
1. Editorial: J.A.M.A. 149:763 (une 21) 1952. 
2. Bernstine, J.B. and Rakoff, A.D. “Vaginal Infections, 


Infestations, and Discharges,” the Blakiston Co., Inc. 
5 1953, p. 271. 3. Combined Textbook of Obstetrics and 
Gynecology, — ty Dugald Baird, 5th Ed., E. & S. 


Livingstone Ltd., 4. Waters, E.G. and Wager, H.P.. 
American Jour. of Obstetrics & Gynecology, 60:885, 1950. 


AVAILABILITY: / fel 12 single-dose plastic 


disposable applicators on prescription only. pine 
estwood 
harmaceuticals + 468 Dewitt Street, Buffalo 13, N.Y. 


DIVISION OF FOSTER-MILBURN CO. 


4 
ONLY gentian violet treatment you can prescribe 
g 
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The most modern 
Broad-Spectrum Antibiotic 


POLYCYCLINE 


TRADE MARK (TETRACYCLINE Bristol) 


“sa: the only tetracycline produced directly by fermentation from a new 
species of Streptomyces isolated by Bristol Laboratories...rather than 
by the chemical modification of older broad-spectrum antibiotics. 


“i effective in broad range 
against gram-positive and gram-negative organisms. 


—— 

less toxic 
(lower incidence of side reactions) 
than older broad-spectrum antibiotics. 


more soluble 
than chlortetracycline (quicker absorption, wider diffusion). 


La 
41 more stable in solution 
Fee 
than chlortetracycline or oxytetracycline 
(higher, more sustained, blood levels). 


Also available as 
Now available as MLYCYCILINE 
CAPSULES 
(TETRACYCLINE Bristol) 


(TETRACYCLINE Bristol ) — 100 mg., bottles of 25 and 100. 
— 250 mg., bottles of 16 and 100. 


—the ONLY oral suspension of tet- 


=) racycline that is ready-to-use. 


Requires no reconstitution, no ad- 


Dosage: 

average adult, 

1 gram daily, divided doses; 
children in proportion 

to body weight. 


dition of diluent, no refrigera- 
tion—stable at room temperature 
for 18 months. Has appealing 
“crushed-fruit’ flavor. Supplied in 
bottles of 30 cc., in concentration 


of 250 mg. per 5 cc. 


LABORATORIES INC 
SYRACUSE, NEW YORK 


— TETRACYCLINE 
~ 
“Tetracyel™ 
=> Bristol * 
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sedation 
without 
hypnosis 


(reserpine CIBA) 


A pure crystalline alkaloid of rauwolfia root 


first identified, purified and introduced by CIBA: 


In anxiety, tension, nervousness and mild to severe neu- 
roses—as well as in hypertension—SERPASIL provides 
a nonsoporific tranquilizing effect and a sense of well- 


being. Tablets, 0.25 mg. (scored) and 0.1 mg. 


SUMMIT, N. J. 
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‘ for N i 80.7% of patients.-- 
PROTA MIDE 07% 
inflammation is not cav anaes \ 
| 
| of 
| 
| PROTAMIDE® for HERPES ZOSTER GOOD TO EXCELLENT — 
| cases unresponsive to @ wide variety of other in 82.7% of patients in two stud ooo 
70.4% with 5 injections or less?* 
| 2 in Neurit 
FIRST in 100 COMPLETE 
rh mide Patients h 
the peed Possible in eid WOS started not ag Prota EXCELLENT RES D To 
ofter of the of patients (80% SULTS IN 93.3% 
> of th Py. ering en Protamide 5 injections or | less) 
the first week of started during 


PROTAMIDE?® ts sare 
with “‘no untoward reactions or 
evidence of toxicity’? 


~ 


PROTAMIDE is « sterile colloidal solution of processed and 
denatured proteolytic enzyme obtained from the glandular layer 
of fresh hog stomach. It is supplied in boxes of ten 1.3 cc. ampuls, 
and the usual dosage is 1 ampul daily by intramuscular injection. 
Available through your regular source of supply. 


sr 
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Neocholan 


TRADEMARK 


NEOCHOLAN provides a two-way approach to effective medical 
management of biliary stasis —the precipitating cause of non- 
calculous cholecystitis, ascending cholangitis, biliary dyskinesia, 
and the postcholecystectomy syndrome. 


Hydrocholeresis: Neocholan stimulates an increased flow of thin, 
non-viscid bile, low in solids and cholesterol, to flush the biliary 
system of mucus, inspissated bile, and debris, 


? Sphincter Relaxation: Neocholan secures prolonged relaxation 
of intestinal smooth muscle, the sphincter of Oddi and the am- 
pulla of Vater, insuring unhampered flow of bile to the duodenum. 


Each Neocholan Tablet contains: . 

Dehydrocholic acid comp. P.-M. Co............ 265 mg. (4 gr.) 
(Dehydrocholic acid, 250 mg. or 3% gr.) 

Homatropine methylbromide.............. 1.2 mg. (1/50 gr.) 

8.0 mg. (1/8 gr.) 


Supplied in bottles of 100 and 1,000. 


PITMAN+MOORE COMPANY + INDIANAPOLIS 6, INDIANA 


Division of Allied Laboratories, Inc. 
PHARMACEUTICAL AND BIOLOGICAL CHEMISTS 
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©? 


y and the older antacid tablet 
) just won't disintegrate! 


dd 


Magnesium trisilicate. . . 
_ Magnesium carbonate . 
Calcium carbonate . 


November 1954 


break up in less than a minute, assuring es 
rapid yet prolonged relief of hyperacidity 


| 
| 
| 36 
TREVIDAL taniets 
tablets 
TREVIDAL TABLET CONTAINS: 
avoids constipation, 60 
diarrhea, or alkalosis 
- AVAILABLE IN BOXES OF 100 TABLETS, SPECIALLY STRIPPED FOR EASY CARRYING. — 
Organon inc. - onance, N. J. 
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PROFOUND RELIEF AND 


acute bursitis 


Profound and rapid therapeutic 
success in bursitis, especially in 


yi the acute stage, is obtained with 
aa HP*ACTHAR Gel. Cases refractory 
fa to other types of therapy have re- 
sponded to HP*ACTHAR Gel, re- 

{ gardless of the severity of the 


condition. Calcium deposits may 
disappear. 

HP*ACTHAR Gel, a new reposi- 
tory ACTHAR with rapid response 
and sustained action, is as easily 
administered as insulin with a mini- 
mum of discomfort, whether injected 
intramuscularly or subcutaneously. 
It is economical too, far less time 
and money being spent to restore 
the patient’s working ability. 


The small total dose required affords econ- 
omy and virtual freedom from side actions. 


THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY - CHICAGO II, ILLINOIS 
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(Brand of lidocaine*) ASTRA 


CATIONS Controls pain, itching and other discomfort 
ciated with burns, abrasions, dermatological lesions, _ 
non-operative ano-rectal conditions, otological pro- at 
cedures, endotracheal intubation, nipple soreness as ; 
experienced by lactating mothers, or wherever 
face anesthesia is deemed desirable or mandatory. 


SUPPLIED 35 grom gloss jars or 35 gram collapsible 
"gical supply houses. 


Write department G8 for bibliography and professional samples. 


Worcester, Mass. U.S. ig 


“U.S. Pat. No. 2,441,498 


| 
XYLOCAINE° OINTMENT 5% 
oe 
‘ | 
q | 
A PRODIICTS INC, 


weight 
control 
obstacles 


and 

the 
60-10-70 
basic 
diet 


Write For 
60-10-70 Diet 
Pads, Weight Charts 
And Professional 
Sample Of 
Obedrin 


MASSENGILL CO. 


Bristol, Tennessee 


overcoming 


Obedrin 


Patients can lose weight and maintain 
a restricted diet, in comfort, without 
undesirable side effects « e« e 


@} EXCESSIVE DESIRE FOR FOOD 
Obedrin offers the full anorexigenic value of 
Methamphetamine to curb the desire for food, 
while counteracting mood depression. Patient co- 
operation is made easier. 


} NERVOUS TENSION 


To avoid excitation and insomnia, Pentobarbital 
is the ideal daytime sedative. It counteracts over- 
stimulation by Methamphetamine, but does not 
diminish the anorexigenic action. 


VITAMIN DEFICIENCIES 

Obedrin tablets contain adequate amounts of 
vitamins B, and B, to supplement the 60-10-70 
Basic Diet, but not enough to stimulate the ap- 
petite. 


& EXCESSIVE TISSUE FLUIDS 


Large doses of Ascorbic Acid aid in the mobiliza- 
tion of fluids, so often an obstacle in obesity. 


BULK NOT NECESSARY 


The 60-10-70 Basic Diet provides enough rough- 
age, so artificial bulk is unnecessary. The hazards 
of impaction caused by “bulk” producers is ob- 
viated. 


Each tablet contains: 
Semoxydrine HC1....... 
(Methamphetamine HCl) 


Thiamine HCl.............. 
Riboflavin 


Niacin 


5 mg. 
8S. 

mg. 

Ascorbic Acid ...... LOO mg. 
0.5 mg. : 
1 mg. 4 
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Roncovite (Cobalt-Iron) has introduced a wholly new concept in anti- 
anemia therapy. It is based upon the unique hemopoietic stimulation 
produced only by cobalt. The application of this new concept has led to 
marked, often dramatic, advances in the successful treatment of many of 
the anemias. 


RESULTS ARE CONCLUSIVE 
The Wide Acceptance of Cobalt-Iron 
Therapy Stems from Findings Like These:* 


High Percentage of Patient Response-- 
Of 42 pregnant patients, 41 maintained or improved their hemoglobin status.! 


Better Hemoglobin Synthesis-- 
Cobalt accelerates utilization of iron in hemoglobin synthesis.” 


Greater Erythropoiesis-- 

**..increased erythropoietic activity would preclude the need for transfusion.’”* 
Rapid Improvement-- 

Response more rapid than intravenous iron.‘ 


Optimum Results-- 
Cobalt should be given with iron to produce optimum results.° 


Clinical Safety-- 


Even in prematures, no harmful effects were noted despite high dosage.® 


RONCOVITE 


The original, clinically proved, cobalt-iron product. 


SUPPLIED 
RONCOVITE TABLETS 


Each enteric coated, red tablet contains: 
Ferrous sulfate exsiccated.............. 0.2 Gm. 


RONCOVITE DROPS 
Each 0.6 cc. (10 drops) provides: 


DOSAGE 


One tablet after each meal and at bedtime; 0.6 cc. 
(10 drops) in water, milk, fruit or vegetable juice 
once daily for infants and children. 


*Bibliography of 192 references available on request. 


J. Holly, R. G.: The Value of Iron Therapy in Preg- 
nancy, Journal-Lancet 74:211 (June) 1954. 


2. Kato, K.: Iron Cobalt Treatment of Physiologic and 
Nutritional Anemia in Infants, J. Pediat., 11:385 


.9 mg. 
(Co g) 5 3. Gardner, F.: The Use of Cobaltous Chloride in the 
> mg. Anemia Associated with Chronic Renal Disease. 
J. Lab. & Clin. Med., 41:56 (Jan.) 1953. 
RONCOVITE-OB 


Weissbecker, L.: Cobalt Therapy, Dtsch. M. Wschr., 
Each enteric coated, red capsule-shaped 75:116 (1950). 


tablet contains: 


15 mg. and Iron Salts on the Anaemia of Prematurity, Arch. 
. i i i 29: 954). 
Ferrous sulfate exsiccated.............. 0.2 Gm. = 
lad = . Quilligan, J. J., Jr.: ect of a Cobalt-Iron Mixture 
Calcium 0.9 Gm. on the Anemia of Prematurity, Texas St. J. Med. 


LLOYD BROTHERS, INC., Cincinnati 3, Ohio 
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ASPIRIN, 
162 Mg. (24, gr.) 


PHENACETIN 
194 mg. (3 gr.) 


More 


SStisfactory 


“nalgesic 
With low 
©odeing 
dosage. 


P MECHANISM of ACTION oF PHENAPHEN wity CODEINE | 
Contains: 
lief than hat “forded by either alone effective 
a 
Sedative 
PHENOBARBiTa, Sedative Potentiato, to allay onxiety ang MAXiny iM | 
16.2 mg. (% gr.) bluny Pain Perception. 4 
PHOSPHare Analgesi- Reinforcemeny for Mutual syn. — 
16.2 mg. or ergism With othe, ac. ANALGESIA 
YOSCYaming Cholinergic Pepressan; to relieve Spasm 4 


sin a 


i H. ROBINS co., INC.- RICHMOND 20, VIRGINIA 


: fae 
itus 
Glyceryl guaiacolate 100 mg. and desoxyephedrine Be 
mg. in a palatable syrup vehicle. 


OPTIMAL FORM. 


nthe combination therapy of hypertension 


Veriloid 


in a single tablet 
for moderately severe hypertension 


Each tablet contains | mg. Rauwiloid and 3 mg. 
Veriloid. Initial dose, one tablet t.i.d., p.c. 


<> in a single tablet 
for rapidly progressing, otherwise intractable hypertension 


Each tablet contains | mg. Rauwiloid and 250 mg. hexamethonium 
chloride dihydrate. Initial dose, % tablet q.i.d. 


Simpler Therapy— Simplified dosage regimen, ppecoioe dosage 
adjustment, and easier patient management... lessened patient 


supervision. 
Greater Efficacy— Under the synergistic influence of Rauwiloid, the 


potent antihypertensive agents act with greater efficacy at lower, 
better tolerated dosages. 


Greater Safety— Notable freedom from chronic toxicity—the agents 
in these combinations have not been reported to cause sensiti- 
zation or chronic toxic manifestations. 


g Better Patient Cooperation—in each instance, only one medi- 
cation to take .. . hence dosage instructions. 


ae 

a q | 

— ; 

a LA BORATORIES INC. LOS ANGELES 48, CALIF. : 


...a@ “confused” old lady 
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(Photographs and excerpts of case histories 
from the files of a general practitioner.) 


Remember: ‘Dexamyl’ is now 
available in the unique ‘Spansule’ 
capsule dosage form—to provide 
smooth, prolonged, uninterrupted 
mood-ameliorating effect for a 
period of 10-12 hours—with just one 
oral dose. ‘Dexamyl’ Spansule 


capsules are available in two strengths 


(see lower right, facing page). 
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* 
Patient S. M. (80) was “plagued with 


nervousness, profound weakness, vertigo, and 

pain. . . add to this the untimely catastrophic at | | | 

death of a daughter.” 

Dexamyl!’ relieved “her nervous uncertainty, i 


her depressive weariness, her melancholia, 
and her tearfulness . . . also her vertigo... 
Dexamyl’ helped her to smile again.” tablets + elixir - Spansulet capsules 


relieves both anxiety and depression 


promotes a feeling of composure 


“‘Dexamyl’ provides the synergistic action of 
two mood-ameliorating components: 


a ‘Dexedrine’ and amobarbital. 
Patient L. H. (51) “had positive tremors of the 


eyelids, tongue, fingers, lips and voice . . . 

His complaints always centered about extreme 
nervousness, jitteriness, depression, and 
‘all-gone weakness’. 

*Dexamyl’ allayed inward tension . . . gave Elixir—each teaspoonful (5 ec.) 
him a sensation of amelioration and comfort. . . equivalent to one Tablet. 

Yet, even in this intensely irritable patient, 
there were no side effects . . . 

"He is now able to work and support himself, 
which he was unable to do for several years.” 


Tablets—each containing Dexedrine* Sulfate 
(dextro-amphetamine sulfate, S.K.F.), 5 mg.; 
amobarbital, 12 gr. (32 mg.). 


‘Dexamyl’ Spansule (No. 1)—each containing the equivalent of two tablets: ‘Dexedrine’ Sulfate, 10 mg.; 
amobarbital, I gr. (65 mg.). 


‘ ‘Dexamyl’ Spansule (No. 2)—each containing the equivalent of three tablets: ‘Dexedrine’ Sulfate, 15 mg.; 
amobarbital, 1/2 gr. (97 mg.). 


7 Smith; Kline & French Laboratories, Philadelphia 


d release cap (patent applied for). 
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Reg. U.S. Pat. Off. 
Reg. U.S. Pat. Off. for S.K.F.’s brand of sustainc 
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vitamin drop 
products 
are not 


alike 


vi-syneral vitamin drops 


is 
“naturally” 
superior 


because... 
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.Vi-syneral 
vitamin drops 
natural vitamin A with all kno 
and fully utilizable active isomers — 
compared to synthetic vitamin A wri 


natural vitamin D complex 
rickets as compared, unit for unit, 
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(1) Introduction.—Because of the press of 
everyday practice the physician tends to see 
his work on an individual case basis and often 
loses sight of his over-all results. Periodic re- 
view and evaluation of the results of 
one’s work are essential for improvement of 
methods and for subsequent avoidance of 
hazards encountered in previous experience. 

With this thought in mind, members of 
our group of gynecologists have twice pre- 
viously reviewed significant findings in series 
of cases of gynecological surgery. In 1936 Drs. 
Sanders and Sellers reviewed 1,000 cases; in 
1945 Dr. Sanders presented an additional 500 
cases. The present study, which reviews an 
additional 1,000, is thus the third in the series 
and brings up to date our experience in deal- 
ing with gynecological surgery. 

Many factors influence the gynecologist’s 
decision to recommend an operation to his 
patient, factors which vary from physician to 
physician. When, for example, in the long 
and wearisome course of treating a patient in 
her thirties suffering with menorrhagia do we, 
and she, lose patience and resort to opera- 
tion? As gynecological surgery is preponder- 
antly elective and seldom emergency life- 
saving, it should be undertaken only when 
past experience with similar cases makes us 
reasonably certain that sufficient improve- 
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ment will result to warrant risking the haz- 
ards of the procedure contemplated. 

The many significant advances in medicine 
which have occurred since 1936 have con- 
tributed substantially to reduction of mor- 
bidity and mortality and have placed in the 
surgeon’s hands the means of combatting 
more effectively the complications which oc- 
cur in some cases. 

(2) Preoperative Care—In preoperative 
study, a complete emotional and physical 
evaluation of the patient is made. Besides the 
carefully studied history and routine labor- 
atory check, chest x-rays, cardiograms and ex- 
tensive blood chemical tests are ordered 
when indicated in the younger patients, and 
invariably in elderly patients. Appropriate 
action is taken on the basis of these findings 
and consultation is sought when warranted. 


The patient’s emotional preparation for 
operation is of utmost importance; the type 
and extent of the proposed operation as well 
as its probable effect on menstruation, child- 
bearing, and sexual activity must be carefully 
explained in advance. For example, in the 
elderly patient the physician should de- 
termine whether there is sexual activity be- 
fore “closing the door” by a_ colpocleisis. 
Special pains must be taken in all cases to 
counteract the effects of old wives’ tales, back 
fence gossip, and the gruesome details of 
“Aunt Mamie’s operation.” A bedside chat 
by the surgeon after the patient has been ad- 
mitted to the hospital on the afternoon be- 
fore operation has been found to be an ex- 
tremely simple but effective way of psycholog- 
ical preparation. 

In our experience, better results have been 
obtained with a high protein diet and main- 
tenance of hydration preoperatively rather 
than with the formerly used high carbohy- 
drate diet and dehydration. In should be re- 
membered that the patient going to opera- 
tion late in the day should be allowed nour- 
ishment and fluids to a later hour than the 
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patient being taken in the early morning. In 
obese patients, reduction of weight is ac- 
complished prior to operation whenever pos- 
sible. Mention may also be made of the value 
of cornification of the vaginal mucosa in 
elderly patients through the use of estrogens. 

Much has been written and said concern- 
ing the optimum methods of reducing the 
morbidity rate following hysterectomy, a 
point of frequent discussion being the type 
of preoperative vaginal preparation. We do 
not employ antibiotic suppositories vaginally 
either pre- or postoperatively except in cases 
where there is definite indication for their 
use. This is in contradistinction to the recom- 
mendations of Cron and his co-workers* of 
Milwaukee, who have reported striking re- 
duction in the incidence of morbidity follow- 
ing the use of penicillin suppositories. How- 
ever, in most of their series, the only con- 
trols were earlier cases. In any event, we feel 
that the possible improvement of results does 
not warrant exposing the patient to the 
hazard of sensitization. 


Our preoperative vaginal preparation has 
consisted of a cleansing plain water douche 
the night before the operation. At operation, 
if plastic work is to be done, or if abdominal 
hysterectomy is contemplated, we carry out 
a thorough digital washing of the vagina with 
green soap and water, using gauze dressings. 
Care is taken to iron out the rugae of the 
vagina and to reach well up into the fornices. 
This is followed by careful swabbing with 
tincture of merthiolate. We believe that the 
low incidence of cuff abscess and vaginal 
wound separation in our series of cases can be 
attributed in large measure to this method 
of vaginal preparation. 

(3) Anesthesia—The now common prac- 
tice of employing the services of well trained 
anesthesiologists has done as much or more 
in improving the outcome of surgery as any 
other single advance in medicine and surgery. 
An important factor in this connection is 
the peace of mind afforded to the surgeon 
and his consequent better performance of the 
operation. 

For laparotomies and major vaginal sur- 
gery, we have found spinal anesthesia to be 
superior to any other type. When adminis- 
tered by an anesthesiologist well versed in 
the technic, a high level of safety is achieved. 
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In the present series, the great majority of 
patients were given spinal anesthesia with no 
anesthetic accidents. One of the most potent 
arguments in favor of spinal anesthesia is the 
relaxation of the abdominal wall and _ col- 
lapsing of the bowel it induces, thus obviat- 
ing to a large extent the packing and pulling 
required to reach the depths of the pelvic 
cavity. The chief drawback to the use of 
spinal anesthesia is fear (wholly unjustified 
though it is) on the part of the patient. 


In minor vaginal procedures which require 
little or no relaxation, inhalation general 
anesthesia, with or without one of the com- 
monly used intravenous agents, is entirely 
satisfactory. 

(4) Surgical Technic.—Since many able 
volumes have already been written regarding 
operative procedure, a detailed description of 
our technic would be out of place here. Ac- 
cordingly, we shall limit ourselves to a brief 
discussion of a few points of particular signif- 
icance to our over-all results. 

When spinal anesthesia is employed we 
believe that only a slight Trendelenburg posi- 
tion is indicated and, in many instances, we 
dispense with this procedure altogether. 

A valuable operative aid to us in the past 
few years has been the “spade” (Fig. /). It is an 
Austrian instrument, a flat retractor, which, 
by virtue of its shape and weight, acts as a 
self-retaining bowel retractor and obviates the 
need for gauze packs in nearly every pelvic 
operation in which we have used it. The 
spade is placed in the cul-de-sac and leans 
cephalad, thus automatically separating the 
pelvic contents from the intestine. If the in- 
testine tends to protrude, the instrument is 
merely lifted and replaced. 


Surely no other single factor has increased 
the safety and range of surgery in recent years 
more than the ready availability of adequate 
quantities of blood. It has made possible the 
more radical operative technics in cases of 
cancer, and is of inestimable value in the 
rapid preparation of debilitated patients for 
surgery. According to a recent study (Buch- 
man),! blood loss to be expected in certain 
operative procedures is considerably greater 
than was formerly believed. This is particu- 
larly applicable to instances when more than 
one procedure is carried out at the same time. 
For example, when laparotomy is done in 
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conjunction with a plastic procedure, trans- 
fusions are more frequently indicated than 
when a single procedure is undertaken. 


On the other hand, the pendulum has 
swung almost too far in the use of trans- 
fusions. The safeguards of the best blood 
banks notwithstanding, the use of blood 
carries with it some risk of morbidity and 
even mortality. Accordingly, although in our 
presently reported series we have had no 
catastrophes, we do not give transfusions 
routinely, but only when there is definite in- 
dication of blood loss, either actual or an- 
ticipated. 

In the prevention of blood loss, we have 
used two measures to excellent advantage. 
Submucosal injection of saline-epinephrine 
solution (14 cc. of 1:1000 epinephrine to 30 
cc. of saline solution) has been employed in 
all our cases of vaginal surgery. It is injected 
around the cervix at the beginning of vaginal 
hysterectomy, along the midline of the an- 
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terior vagina prior to anterior repair, and in 
the perineal and posterior vaginal area in 
posterior repair. This serves the dual purpose 
of thickening the submucosal tissues, thus 
facilitating dissection and reducing the in- 
cidence of accidental puncture of the bladder 
and rectum, and reduces to a minimum the 
nuisance ooze which follows incision of the 
vaginal mucosa. The solution should be used 
with caution in the patient who may react 
adversely to epinephrine. Furthermore, its 
use should always be called to the attention 
of the anesthetist. 


The second procedure which is of value in 
reducing blood loss is the injection of one 
cc. of pitocin® into the cervix just prior to 
any procedure which requires incision into 
this structure. 

There is no substitute for gentleness and 
meticulous care in handling the tissues. Hem- 
atomata should be watched for and stopped 
at the first evidence of their development. 


The SPADE 
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Constant fluid drips throughout the duration 
of surgery through a well inserted 18 or 19- 
gauge needle, using a transfusion filter for 
the possible administration of blood, are in- 
variable procedures in ail our operations. 

We remove the appendix, if present, in the 
majority of gynecological laparotomies and 
have had no occasion to regret doing so. Only 
in the most difficult cases or in conditions 
where there is intra-peritoneal hemorrhage 
do we omit appendectomy. 

In completing abdominal hysterectomies we 
have found the following technic previously 
advocated by Mengert particularly useful. 
The stumps of the round ligament are not 
attached to the vaginal cuff but are allowed 
to retract on the lateral pelvic walls. From 
these points reperitonealization is begun and 
to the round ligament stumps the ovaries are 
suspended. We do not feel that the round 
ligaments can be made to serve any real pur- 
pose in supporting the cuff, but believe that 
in supporting the ovaries on the pelvic side- 
walls they help assure the most natural blood 
supply, and prevent or minimize ovarian post- 
hysterectomy dyspareunia. 

(5) Postoperative Care—For the preven- 
tion of circulatory complications we employ 
a number of measures. Besides guarding 
against any impairment of circulation during 
operation we routinely elevate and wrap the 
legs of patients over 50 years of age with ace 
bandages from toe to groin until they are 
well ambulated. Frequently during the post- 
operative convalescence the legs are carefully 
examined for areas of tenderness. Deep 
breathing and arm and leg exercises are or- 
dered for all cases of major gynecological 
surgery on the day of the operation and the 
following days. All patients are encouraged 
to walk the day after operation and are re- 
quired to walk on the second postoperative 
day. The value of these measures in prevent- 
ing circulatory stagnation, not to mention 
pulmonary complications, cannot be over- 
estimated. 

For quite some time we used dicumarol® 
prophylactically for the prevention of throm- 
boses in selected cases. However, even with 
carefully controlled prothrombin times, sev- 
eral postoperative hemorrhages occurred and 
we discontinued its use except therapeutically. 


Adequate hydration is a matter of greatest 
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importance in the postoperative patient. In 
ordering intravenous fluids, we take into con- 
sideration the type of operation, the weather, 
and the extent to which the patient is able to 
take fluids by mouth. Considerable effort is 
made to balance these factors and arrive at 
the correct amount of intravenous fluid to be 
ordered. To prevent water logging we are 
careful not to use saline in the first 48 hours 
after operation unless specifically indicated. 

Blood transfusions are given postoperative. 
ly as replacement when indicated. 

(6) Analysis of Incidence of Morbidity, 
Complications, and Mortality —In compiling 
the statistical data regarding morbidity we 
have again used (reluctantly) the standard 
definition of obstetrical morbidity: a rise in 
temperature to 100.4° on any two successive 
postoperative days, excluding the first full 
day after operation. In most of our cases of 
morbidity, the cause was not determined. In 
the others, minor intercurrent infections such 
as upper respiratory infections or minor oper- 
ative complications such as cystitis caused 
sufficient transient temperature rise to result 
in classic morbidity. However, it is our opin- 
ion that the over-all incidence of morbidity 
(Table 1) is probably a true index of the 
traumatic effect of the surgical procedure 
upon the patient. That hysterectomy causes 
an element of morbidity not associated 
with other gynecological operations is clearly 
shown in Table 1: there was 28.7 per cent 
morbidity among cases on whom _ hysterec- 
tomy was done and only 11.3 per cent in other 
miscellaneous major procedures. Table 2 pre- 
sents a comparison of our results with regard 
to morbidity with those of other recent 
authors. 


Because of the lack of a rigid definition of 
the term complication, we have not found it 
possible to compare our incidence of com- 
plications following gynecological surgery 
with that of other authorities. We rather 


MORBIDITY IN GYNECOLOGICAL SURGERY 
(Present Series) 


No. of Cases Morbidity Complications 
Per Cent Per Cent 
1000 23.0 3.0 
Hysterectomy 28.7 3.6 
Non-hvysterectomy 11.3 1.8 
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loosely define a complication as: any major 
occurrence during the operation or post- 
operative period adding to the patient's hos- 
pital stay or increasing the risk to her life. 
Table 3 shows the incidence of major com- 
plications in our three series of cases. The 
complications most frequently seen in these 
three groups of 2,500 cases were hemorrhage, 
13 cases; pyelonephritis and related condi. 
tions, 10 cases; intestinal obstruction and 
ileus, 8 cases; and pulmcunary embolism, 7 
cases. Of the 9 instances of hemorrhage which 
occurred in the present series, several followed 
the administration of dicumarol® and con- 
stituted our most compelling reason for dis- 
continuing its use. Pulmonary emboli, not en- 
countered in the two earlier series, occurred 
7 times in the present series; this may be ac- 
counted for by the fact that they were not 
there diagnosed or, being relatively minor 
ones, were not catalogued. Pyelonephritis and 
related conditions, which accounted for 10 


MORBIDITY FOLLOWING GYNECOLOGICAL SURGERY 
AS REPORTED BY VARIOUS AUTHORS 


Total Cases Morbidity 


Author No. No. Per Cent 
Johnson and Burman,' 1953 538 201 37 
Smith,? 1952 640 157 25 
Cornell et ali,® 1953 518 183 35 
Cron et alti? 1952 1000 335 34 
Present Series 1000 230 23 
Totals 3696 1106 30 

TABLE 2 
COMPARISON OF MAJOR POSTOPERATIVE 

COMPLICATIONS IN PAST AND PRESENT SERIES 
Series Land II Series III Total 


Complication 1500 Cases 1000 Cases 2500 Cases 


Bleeding 4 9 ; 13 
Pyelonephritis 10 0 10 
Intestinal obstruction 5 3 8 
lulmonary embolism 0 7 7 
Pklebitis or phlebothrombosis 2 1 3 
Peritonitis 3 0 3 
Evisceration 0 3 3 
Cuff abscess 0 3 3 
Wound infection 1 1 2 
Intestinal fistula 0 
Atelectasis 0 1 1 
Postoperative ureteral kink 0 1 1 
Others (previously reported) 12 0 12 
Totals 37 30 67 


2.5 Per Cent 3.0 Per Cent 2.68 Per Cent 


Taste 
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cases of complications in the previous series, 
were nonexistent in the present series. This 
is undoubtedly due, in large measure, to the 
use of antibiotics. 

In the thousand cases presented here, there 
were three fatalities, a mortality rate of 0.3 
per cent, which compares well with the results 
of others (Table 4). Two of them died from 
pulmonary embolism, one following a Brun- 
schwig operation; the other death, a very un- 
usual case, occurred 24 hours following  re- 
moval of a large ovarian cyst at four months 
gestation. The remaining fatality was due to 
intestinal obstruction also following a Brun- 
schwig operation (Table 5). So it is seen 
that two of our three deaths followed total 
pelvic viscerectomies for advanced carcinoma 
of the cervix but were postoperative deaths. 

On the basis of the data presented in the 
various tables, and assuming for the moment 
that our statistics for major complications 
represent reasonably accurately the exper- 
ience of others in the field, we find that in 
every 1,000 gynecological operations we may 
expect somewhat less than 300 of our patients 
to show signs of morbidity, 30 to develop 
complications, and 3 to die. Hence we wish 
to propose a new rule, the Rule of Three, 
30 per cent, 3 per cent, and 0.3 per cent, 
which denote respectively the approximate 
incidence of morbidity, complications, and 
mortality to be expected following gynecolog- 


AS REPORTED BY VARIOUS AUTHORS 


Total Cases Mortality 

Author No. No. Per Cent 
Johnson and Burman,? 1958 538 2 0.4 
Smith,” 1952 640 2 0.3 
Cornell et ali,’ 19538 518 2 04 
Cron et alti,’ 1952 1000 2 0.2 
Present: series 1000 3 0.3 
Totals 3696 Il 0.3 

TABLE 4 


CAUSES OF DEATH 
1000 GYNECOLOGICAL SURGICAL CASES 


Diagnosis Procedure 
Pulmonary embolus 
Pulmonary embolus 


Intestinal obstruction 


Brunschwig operation 
Oophorocystectomy in pregnancy 
Brunschwig operation 


TABLE 5 


4 
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ical surgery. Unlike most proponents of new 
rules, we wish for our brain child a stormy 
career and a brief life with a violent end; 
may it speedily be succeeded by a Rule of 
‘Two, or even a Rule of One. 

However, we should not become dis- 
couraged if the incidence of morbidity, com- 
plications, and fatalities is not reduced so 
rapidly as we might desire, as ours has not 
been compared with our previous series. For 
the advent of new technics and the ever more 
potent additions to the physician’s armamen- 
tarium make surgery possible in cases which 
were formerly considered inoperable. Thus 
our facetiously proposed rule, or some modi- 
fication of it, may well reflect in part our 
ever increasing ability to operate upon the 
poor risk patient with a reasonable expecta- 
tion of success, but with a consequent main- 
tenance of our present rates of morbidity, 
complications, and fatalities. 


SUMMARY AND CONCLUSIONS 


(1) One thousand consecutive recent cases 
of gynecological surgery have been presented 
and an analysis made of the incidence of mor- 
bidity, complications, and mortality. These 
results have been compared with those found 
in two earlier series and with the findings of 
other recent authors. 

(2) The factors of recent development 
which have been of greatest importance in 
the success and safety of gynecological surgery 
have been discussed. 

(3) The rates for morbidity, complications, 
and fatalities following gynecological surgery 
in our series were 23, 3, and 0.3 per cent 
respectively. 
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DISCUSSION (Abstract) 


Dr. Garth L. Jarvis, Galveston, Tex.—Many of us 
fail to review over a long period of time what we have 
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done or what we think we have done, and if we do 
review our results sometimes we are afraid to bring 
our reports to a group where they may be openly dis- 
cussed. 

I want to mention again the importance of pre- 
paring the patient properly, emotionally as well as 
physically. She, whose future is important, must be 
considered as a whole. 

The use of the so-called prophylactic antibiotics or 
their misuse is important. At the Medical School in 
Galveston we have seen a marked increase in the 
number of patients with sensitization to antibiotics. 
This is particularly true among the student body. 
They go to the Student Health Service for everything 
from ingrown toenails to colds. They get penicillin 
and aureomycin and everything else; then, when we 
see them and they need it, they are sensitized. Many 
times such patients become very seriously ill following 
the use of these drugs. I think we should reconsider 
very carefully whether they should be used prophylac- 
tically. 

The danger of unnecessary transfusions is very great. 
Our guest speaker at the Section meeting yesterday 
mentioned a death in a cancer patient following a 
transfusion, with hepatitis. Transfusions should be 
used if necessary, but certainly not routinely. 


Dr. Richard E. C. Miller, Alexandria, La—Dr. Ward 
and Dr. Jarvis did not discuss the complication with 
which I have the most trouble. Neither of them men- 
tioned anything about urinary retention or bladder 
atony. I should like to know whether they consider 
this an operative complication, and what they do 
about it. 


Dr. Ward (closing).—Before he left New Orleans, Dr. 
Curtis Lund, a former chairman of this section and 
teacher of mine, made a statement which has made me 
feel a great deal better about urinary retention. He 
said that following major plastic repairs (cystocele) 
the operator should not be concerned with urinary 
retention, but that if there is no retention he had bet- 
ter wonder whether he did an adequate repair. 

Since then I have felt that my difficulties with uri- 
nary retention were not a complication but were as- 
surance of an adequate operation! 


It does become a nuisance, though it is not often 
a true complication. It is our practice to leave a cathe- 
ter for four days in any patient on whom major cysto- 
cele repair is done. In simple abdominal hysterec- 
tomies, where no plastic work is done, the catheter is 
usually removed immediately or in 24 to 48 hours; 
that is, after the major part of the infusions have been 
given. 

Early ambulation and sufficiently frequent careful 
catheterizations prevent most women from developing 
retention. 


In those who have retention, we use urinary anti- 
septics, neostigmine, bethanechol chloride, and cathe- 
terization as indicated. Catheterization is done every 
8 to 12 hours in those who cannot void and every 12 
to 24 hours for residual in those who can. 
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Paré! was the first to describe the anatomi- 
cal abnormality of herniation of a portion of 
the cardia of the stomach through the esopha- 
geal hiatus of the diaphragm, in 1575. Mor- 
gagni? in 1769 was the first to suggest that this 
may be the cause of symptoms. Roentgenolog- 
ical diagnosis of this defect was first reported 
in 1921. Only thirty cases were reported from 
1908 to 1925 and over six hundred between 
1926 and 1941.3 

Jones? reported ninety-one cases of small 
hiatal hernia of which one-third had symp- 
toms of substernal pain. Of his thirty-seven 
patients with large hiatal hernias only five 
had substernal pain. Shoulder pain was found 
in 25 per cent of each type. Eight of the 
ninety-one patients with small hernias had 
radiation of pain to the arm. 

Beck and Hulfmann* reported twelve pa- 
tients with pain referable to the heart and all 
were proven to have symptomatic diaphrag- 
matic hernias. 

Linn* reported three cases that were orig- 
inally diagnosed as coronary thrombosis. One 
patient had T wave changes in lead 1 which 
were thought to be due to acute myocardial 
damage caused by tamponade of the hernia 
with pressure myocarditis or vasoconstriction. 

Hermann and Singer® reported a 50-year- 
old white woman with a para-esophageal hia- 
tal hernia who had inversion of T 4 on the 
electrocardiogram. 

The possibility that this condition may be 
fatal has been shown by McGinn and Spear.® 
They presented a case of an 81-year-old wom- 
an who had a very large diaphragmatic hernia 
and developed marked cyanosis, dyspnea, elec- 


*Read in Section on Medicine, Southern Medical Association. 
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trocardiographic findings of acute cor pulmo- 
nale and death. It was felt that the large por- 
tion of the stomach that herniated through 
the esophageal hiatus produced an acute strain 
on the right side of the heart. Nuzum? re- 
cently reviewed the literature and reported 
hiatus hernias in twenty-five of one hundred 
patients with a clinical diagnosis of angina 
pectoris. In seven of these, no evidence of 
coronary disease was found. 


This report is concerned with a total of fifty 
cases seen over the past three years in which 
the symptoms were very strongly suggestive of 
coronary disease. Many of these were referred 
with a diagnosis of angina pectoris or coronary 
insufficiency. A few were seen by us in the 
hospital after their first attack of pain. Others 
were seen as emergency cases by us in the 
home at night and hospitalized with the sus- 
picion of coronary disease. All patients had a 
careful history and physical examination and 
laboratory work up, including hemogram, uri- 
nalysis and serologic examination. Electrocar- 
diograms were taken repeatedly, frequently 
using the Master or modified exercise toler- 
ance test. Roentgenograms of the chest and 
fluoroscopic studies in the Trendelenburg po- 
sition while doing the Valsalva maneuver after 
a swallow barium were performed on all pa- 
tients by two of us (G. M. Riley and W. H. 
Carroll). 


The following is a brief report of a few of 
the cases. 


Case 1.—A 61-year-old white man, a priest, said that 
he was well until about the age of 45, at which time 
he developed severe attacks of substernal pain which 
radiated down the left arm. The pain usually occurred 
during activity, but frequently also began while he 
was lying down at night. He was seen by many in- 
ternists in clinics throughout the country where re- 
peated electrocardiograms were negative. It was felt 
that he had angina pectoris without electrocardio- 
graphic changes and he was told to retire from his 
work. He was released from his work and lived in a 
hospital for four years. The symptoms continued but 
no further changes developed. After that, he returned 
to his pastoral work. He was seen by another physician 
who made a diagnosis of cholecystitis with cholelithia- 
sis. Following cholecystectomy he developed a large in- 
cisional hernia, but he was completely free of all pre- 
cordial pain for five years. However, about two years 
before the precordial pain returned. It was noted that 
the attacks of pain usually developed after a long auto- 
mobile ride, after eating, retiring at night or with 
mild exertion. They started at the precordial region, 
radiated up to the left shoulder and down the left 
arm. He frequently required demerol® for relief of 
pain. Electrocardiograms were taken on several occa- 
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sions during and after the attacks of pain, and no 
changes were ever seen. On two previous occasions, 
gastrointestinal x-ray series had been done and no ab- 
normalities were noted. However, a third gastrointesti- 
nal series revealed an esophageal hiatus hernia (Fig. /). 
The situation was discussed with the patient and he 
elected not to have an operation. He was placed on 
antispasmodics, repeated small feedings, and told to 
sleep in a semi-sitting position. However, precordial 
pain developed following every long automobile ride 
or any moderate exertion. In August, 1951, the defect 
was repaired through a transthoracic approach. A 
small hernia the size of a golf ball was found. He re 
turned to work and has had no further symptoms of 
the “heart pain.” 


Case 2.—A white man, age 62, a businessman, was 
first hospitalized three years earlier with an acute at- 
tack of substernal pain, coming on suddenly and radi- 
ating down the left shoulder. He required opiates for 
relief. Physical examination revealed no evidence of 
shock. The pain lasted for several hours. The electro- 
cardiogram revealed slight low T waves in lead 1. He 
was given nitroglycerine, papaverine and supportive 
treatment. The following day the electrocardiogram 
improved and the third day it was completely normal. 
A diagnosis of angina pectoris with possible myocardial 
ischemia was made. He stopped working. However, he 
developed substernal pain with any activity. Repeated 
electrocardiograms were completely normal. He devel- 
oped the majority of his pain at night when he lay 
down. He took nitroglycerine repeatedly without any 
relief. He was on papaverine and other antispasmodics 
without any improvement. Electrocardiograms were 
taken repeatedly during and immediately after the 
pain and at rest and showed no abnormalities. Strain- 
ing produced pain radiating down the left arm. He 
had been a cardiac invalid for the preceding three 
vears. He was fluoroscoped three years previously for 
heart size but not checked for hiatus hernia. Finally, 
because of the prolonged recurrent pain, without any 
further signs on the electrocardiogram, a gastrointesti- 
nal series was done again, particularly to check for 
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a diaphragmatic hernia. A large hiatus hernia was 
found. Since that time he has been given antispasmod- 
ics, told to eat lightly and to avoid food at bedtime 
and to return to activity. The change from a cardiac 
invalid to normal activity has been difficult for this 
man, and it took several visits and prolonged reassur- 
ance to convince him that he did not have heart trou- 
ble. He now still has pain whenever he lies down on 
the left side. When he sleeps in a semi-sitting position, 
he has no symptoms whatsoever. He has returned to 
his job (Fig. 2). 


Case 3-A white woman, age 70, a housewife, was 
first seen February 18, 1948 for a general check-up. 
She gave a history of being awakened frequently with 
severe tightness in the chest and dyspnea. There was 
no particular pain associated with it. An electrocardio 
gram was taken and was completely normal. She was 
hypertensive with a blood pressure of 200/120. She was 
seen several times at night because of these symptoms 
but never were there any positive findings. She was 
again seen in the summer of 1950, at which time she 
developed a severe anxiety state with depression. She 
was hospitalized at a psychiatric institution for shock 
therapy. In preparation for shock therapy, an electro- 
cardiogram was taken, which showed a recent posterior 
infarct. There was no pain or any other symptom as- 
sociated with this. She was kept at absolute bedrest 
and the electrocardiogram showed signs of recovery 
and stabilization. She was discharged from the hospi- 
tal one month later. A gastrointestinal series at this 
time was negative. No check was made for a diaphrag- 
matic hernia at this hospital. A barium enema showed 
diverticulosis. The patient was ambulatory and well 
until November 15, 1951, at which time she suddenly 
awakened in the middle of the night with substernal 
pain radiating up to the chest and down the left arm. 
Blood pressure was still elevated. There was no dyspnea 
or shock at this time. She was hospitalized and _ re- 
peated electrocardiograms were taken which showed 
no evidence of recent occlusion. She was kept at bed- 
rest for two weeks in the hospital and then sent home. 
She was allowed to be ambulatory in two more weeks, 
but still developed attacks of substernal pain at night. 
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On December 26, she again had a similar pain and 
was again hospitalized and the electrocardiograms re- 
peatedly were negative. A gastrointestinal series was 
done and a large hiatus hernia was found. Since that 
time she has slept in a semi-sitting position, antispas- 
modics were given with no food at night, and she has 
had no further symptoms. It was felt that the large 
hiatus hernia was the cause of her substernal fullness 
and dyspnea at night (Fig. 3). 


Case 4.—A white man, age 34, salesman, a heavy 
drinker, gave a history of having had recurrent attacks 
of substernal pain associated with nausea and indiges- 
tion, gas and belching. He also complained of fullness 
in the epigastrium extending up to the chest. However, 
because he had had repeated attacks of substernal pain 
he had had repeated electrocardiograms taken in the 
past. These were all normal. Physical examination re- 
vealed a rather obese individual with no_ particular 
abnormalities. A gastrointestinal series revealed a large 
esophageal hiatus hernia. There was no other evidence 
ot filling defect of the esophagus or duodenum. Barium 
enema and gallbladder series were negative. The pa- 
tient remained symptom-free as long as he followed a 
diet and took antispasmodics and did not drink. Sev- 
eral months later this patient developed a low back 
strain and purchased a sacroiliac belt. Whenever he 
wore the belt he again got substernal pain which radi- 
ated up to the left shoulder. This was more acute after 
eating. The symptoms disappeared when the belt was 
removed. It was felt that the increased intra-abdominal 
pressure due to the belt forced the cardia of the stom- 
ach through the hiatus and caused the pain. 


Case 5.—A white man, age 52, a refinery worker, was 
first seen in the hospital where he had been taken 
after he developed severe substernal pain, radiating up 
the left shoulder. This pain was constricting in type 
and occurred while he was sitting at the radio. He 
showed no signs of shock. An electrocardiogram taken 
the following day showed signs of posterior myocardial 
infarction. He was hospitalized for one month and dis- 
charged. Throughout the course of his hospitalization 
he had recurrent attacks of mild substernal pain com- 
ing on after his meals and not associated with shock. 
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These attacks were not followed by any signs of in- 
creased ischemia as seen on the electrocardiogram. He 
returned to work in three months but occasionally 
developed substernal pain at night which was relieved 
by sitting up. Occasionally the pain was so severe as 
to require morphine. On March 10, 1951, he developed 
burning substernal pain in the upper abdomen on 
swallowing or shortly after eating. There was no vom- 
iting, but occasional gas. A gastrointestinal series was 
done and a large diaphragmatic hernia of the esopha- 
geal hiatus was found. There was marked pylorospasm 
and questionable smail ulcer of the base of the duo- 
denal bulb. A normally functioning gallbladder was 
found. He was placed on antispasmodics and a bland 
diet. Repeated electrocardiograms have been completely 
stable since his original occlusion. He has pain now 
occasionally if he lies down after eating a full meal. 
Careful questioning revealed a distinct difference in 
character, occurrence, location and duration of the 
first pain which was due to the coronary occlusion and 
the subsequent ones due to the hiatus hernia. 


Case 6—A 45-year-old white man complained of 
acute attacks of substernal pain radiating up to the 
left shoulder and down the inner aspect of the left 
arm. This usually came on when he played with his 
children after the evening meal. It lasted about three 
to four minutes and alarmed the patient because of 
its location and distribution. ‘There was never any 
shock. The patient had had repeated electrocardio- 
grams taken which failed to reveal any changes. The 
remainder of the past history revealed repeated pres- 
ence of albuminuria for the previous few years but no 
particular abnormalities on urological survey. He also 
had recurrent pains in the right upper quadrant radi- 
ating along the right costal margin to the inferior 
angle of the right scapula. ‘This was associated with 
eating greasy and highly seasoned foods. Physical ex- 
amination revealed a well developed, asthenic individ- 
ual with no particular abnormalities. Electrocardio- 
grams were all normal. Gastrointestinal x-rays revealed 
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a hiatus hernia. A cholecystogram revealed several cal- 
culi. A cholecystectomy was considered necessary. It 
was recommended that an abdominal repair of the 
hernia be done at the same time (Fig. 4). 


Case 7.—A 45-vear-old salesman complained of pain 
originating in the substernal region and radiating to 
the left shoulder. This occurred after he drove a long 
time and sat in a cramped position. It lasted for a few 
minutes to an hour but was not associated with shock 
or other cardiovascular abnormalities. The pain also 
came on when he was lying down. There was no rela- 
tion to exercise. Physical examination revealed a well 
developed slightly obese individual. The blood pres- 
sure was 120 80. Electrocardiogram was normal. A gas- 
trointestinal x-ray revealed a hiatus hernia. Sympto- 
matic treatment produced relief of symptoms. Several 
weeks later the patient developed a sacroiliac strain 
and purchased a belt for support. Whenever he tight- 
ened the belt he got severe substernal pain radiating 
up to the left shoulder. Loosening of the belt afforded 
relief of the pain. It was felt that the added intra- 
abdominal pressure aggravated the hiatus hernia. 


Case 8.—A 60-year-old white man, an executive, de- 
veloped substernal pains which radiated up to the 
shoulders and down both arms. They came on inter- 
mittently when he was sitting and lasted a few min- 
utes. Exercise was not an important factor. The pain 
occurred most commonly at night but frequently dur- 
ing the daytime after a heavy meal. Examination re- 
vealed an obese, elderly, hypersthenic patient with 
blood pressure of 100/70. There were no abnormal 
physical findings. Electrocardiogram revealed a low T, 
but no other abnormalities. This was repeatedly 
checked and remained unchanged. Master exercise test 
revealed no changes in the electrocardiogram. Fluoro- 
scopic studies revealed a hiatus hernia. After being in- 
structed to sleep in a semi-sitting position and to lose 
weight, his symptoms improved. 


Case 9.—A 60-year-old white woman, a housewife, 
gave a history of having vomiting and dyspepsia. She 
said that she had vomited every evening after her 
meals for the previous three or four years. She also had 
a tight compressed painful feeling under the substernal 
region. Vomiting seemed to relieve it. The pain was 
substernal and radiated through to the back. She felt 
many times that she had heart disease because of this. 
She never vomited any blood. Electrocardiograms had 
been completely normal. Physical examination revealed 
no significant findings. Blood pressure was 160/60. 
Blood count, urinalysis and serologic tests were normal. 
A gastrointestinal series revealed a small diaphrag- 
matic hiatus hernia. Cholecystogram revealed a nor- 
mally functioning gallbladder with a layer of multiple 
small radiolucent calculi seen only in the upright ob- 
lique position. Barium enema revealed several small 
diverticula of the upper sigmoid colon, but otherwise 
was negative. It was felt that her dyspepsia was due to 
the cholelithiasis and a cholecystectomy was recom- 
mended. Repair of the esophageal hiatus was to have 
been done. She returned to her home for the opera 
tion and has not been seen since then. 


Case 10.—A 62-year-old white woman was seen on 
August 13, 1951, complaining of shortness of breath 
and substernal pain on exertion. This radiated up to 
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the sternum and the jaw. Physical examination re- 
vealed a well developed, slightly obese individual, no 
particular abnormalities except for the obesity. Her 
blood pressure was 130/80. Electrocardiogram was 
completely normal. A diagnosis of angina pectoris was 
made. She was hospitalized for a period of rest and 
placed on a low salt diet. She had no further pain 
while she was in the hospital on a bland diet with 
small meals. Blood count and urinalysis were normal. 
X-ray of the chest was negative. She was sent home 
with a diagnosis of angina pectoris and advised to re- 
main in bed at home. However, the substernal pain 
radiating up to the jaw recurred, usually after meals, 
and frequently at night when she was lying down. 
This was relieved while she was sitting up. Recheck 
of the electrocardiogram was negative. She was again 
hospitalized and a gastrointestinal series was done 
which showed a diaphragmatic hernia. Since that time 
with antispasmodics, small meals and sleeping in a 
semi-sitting position her symptoms have subsided and 
she has had no more pain. She is now active. 


Case 11—A white woman, age 63, housewife, had a 
long history of chronic cholecystitis. She developed 
acute pain in the substernal region radiating up to the 
shoulders and down both arms. She developed shock 
and required opiates for relief. The electrocardiogram 
revealed a posterior occlusion. She was kept at bedrest 
one month and then gradually allowed to ambulate. 
The electrocardiogram has been stable for months. 
The patient has continued to have recurrent attacks 
of acute cholecystitis associated with nausea, vomiting, 
pain and tenderness in the right upper quadrant. A 
cholecystogram revealed cholelithiasis. The patient 
steadily refuses operation. In addition to the above 
symptoms she recently developed pain in the left lower 
chest radiating through to the back. Because of the 
proximity to the heart, she thought this was cardiac. 
Repeated electrocardiograms were unchanged. A gastro- 
intestinal series revealed a hiatus hernia. These symp- 
toms improved if she slept on several pillows. 


Case 12.—A 73-year-old white man said that he had 
had angina pectoris since 1927. He was told that he had 
only eight months to live at that time. He has been 
seen repeatedly by outstanding physicians all over the 
country, and was always told to take things easy and 
that he would die fairly soon. He said that he had 
had a heart attack every night since 1927. He com- 
plained of severe pain in the substernal region, radi- 
ating up the left shoulder and down the left arm, 
particularly when he lay down. He waked up at night 
with severe burning pain in this area. Any slight exer- 
tion also produced the pain. Eating produced consider- 
able gas and repeated the pain. He had been told 
repeatedly to lose weight, but never had done so. He 
had had repeated electrocardiograms which had always 
been normal. He fatigued easily. Physical examination 
revealed an obese individual. Ears, eyes, nose and 
throat were negative. Blood pressure was 170/90. The 
heart was normal, the abdomen obese, the prostate 
normal. The electrocardiogram was repeatedly nega- 
tive. A presumptive diagnosis of diaphragmatic hernia 
was made. This was confirmed by roentgenographic 
study. It was extremely difficult to convince this pa- 
tient that he did not have heart pain after he had 
been considered a cardiac invalid for twenty-five years. 
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Repeated reassurance, a bland diet with small feedings 
and lying in a semi-sitting position relieved his symp- 
toms (Fig. 5). 

Table 1 is a tabulation of the location of 
the pain reported in these patients. It was 
described as substernal in forty-eight of them, 
usually situated in the lower left substernal 
region. One patient had right substernal pain. 
Two had pain at the apex of the heart. The 
pain was usually acute in onset, occasionally 
vise-like, but usually described as a deep bor- 
ing type of pain. In five patients, it radiated 
through to the back. Fourteen patients re- 
ported a radiation to the left shoulder and 
sixteen complained of radiating down the in- 
ner surface of the left arm. In one patient, the 
pain radiated down both arms. One patient 
complained of radiation only down his right 
arm. 

The precipitating factors are of particular 
interest. Twenty-nine patients reported pain 
after eating a heavy meal. It usually was re- 
lieved by belching or prevented by eating less. 
Six reported the pain to occur with very mild 
exercise after eating full meals. Small meals 
or heavy exercise without meals did not pro- 
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duce the pain. An important diag- 
nostic point is the occurrence of 
pain after lying down. This was 
present in twenty-one of the cases. 
Ten patients had onset of pain 
when they sat in a cramped posi- 
tion or wore a tight abdominal 
binder or corset. Exercise as a rule 
did not produce the pain. There 
was never any shock or change in 
blood pressure with the pain. 
There was marked anxiety in many 
because of the fear of a heart at- 
tack. Many of the patients were 
taking nitroglycerine tablets. Some 
got up and took a tablet and got 
relief. It was later shown that get- 
ting up afforded relief without the use of 
nitroglycerine. Many patients took several 
tablets daily without relief and discarded the 
use of this drug. However, it is possible for 
nitroglycerine to relieve spasm sufficiently to 
give relief. The response to nitroglycerine is 
not an absolute criterion of coronary pain. 
The duration of symptoms is one of the 
most important diagnostic points. A patient 
said: “I have had a heart attack every night 
for twenty-five years.” Another had heart pain 
for twenty years and another for fifteen years. 
A careful history will often suggest the pre- 
sumptive diagnosis of diaphragmatic hernia. 
Table 2 is a summary of fifty cases of esoph- 
ageal hiatal hernia which had symptoms sug- 
gesting coronary artery disease. The ages var- 
ied from thirty-one to seventy-three with an 
average of fifty-one. Eighteen of the fifty were 


REVIEW OF FIFTY WHITE CASES OF DIAPHRAGMATIC 
HERNIA 


Males (32), Females (18) 
Ages 31 to 73, Average Age 51 


Habitus 
Asthenic 8 
Sthenic 27 
RADIATION OF PAIN OF FIFTY CASES OF Hypersthenic 15 
Previously diagnosed as having heart disease 25 
Substernal 48 Precipitating Factors Previous coronary occlusion 
To back 5 After eating 29 Electrocardiographic changes 
To left shoulder 14 Reclining 21 Indigestion 
To left arm 16 Exercise after eating 6 resist 
To right arm Cramped position 9 Medical 
To apex of heart 2 Surgical 
TABLE 1 TABLE 2 
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women. Only eight were of the asthenic hab- 
itus. Fifteen were hypersthenic and obese and 
the remainder were sthenic. Twenty-five had 
been diagnosed by physicians previously as 
having heart disease because of the substernal 
pain. This diagnosis was made from a few 
weeks to twenty-five years previously. Most of 
these were partially inactive because of their 
“heart disease.” All of the fifty patients thought 
that the substernal pain was due to the heart. 
Fourteen patients were seen by us in their 
initial attack and the symptoms so strongly 
suggested coronary occlusion that many were 
hospitalized and treated on bedrest until the 
correct diagnosis was made. Six patients had 
previous coronary occlusions but the symp- 
toms of the hiatal hernia were distinctly dif- 
ferent. Electrocardiographic changes of low T 
wave in lead | were found in one patient. 
This was transient during the first attack. It 
did not recur on repeated electrocardiograms 
after this. Thirty-five patients had associated 
indigestion. Three patients had surgical re- 
pair of the hiatal hernia. Two of these pa- 
tients requested it because of the recurrent 
annoying “heart pain.” One white woman had 
a repair at the same time that she had a 
cholecystectomy. Medical treatment with care- 
ful explanation of the cause of the pain and 
reassurance that it is not the heart is usually 
satisfactory. Weight loss, antispasmodics, sleep- 
ing in a semi-sitting position, small meals and 
avoiding abdominal binders are also essential 
in medical management. 

Careful fluoroscopic studies with the patient 
in the Trendelenburg position doing the Val- 
salva maneuver after a swallow of barium is 
essential. Two-thirds of our patients had pre- 
vious gastrointestinal studies and the defect 
was not found because the patient was in the 
upright position. ‘Two patients had two previ- 
ous fluoroscopic studies where the defect was 
not found. 


Four of our patients had associated chole- 
cystitis and cholelithiasis for which operation 
was recommended. The importance of deter- 
mining the cause of the “heart pain” is ob- 
vious. 

The psychic aspects of this diagnosis must 
also be considered. Many patients have been 
semi-invalids for years because of the repeated 


SOUTHERN MEDICAL JOURNAL 


November 1954 


“heart attacks.”” Careful explanation and re- 
assurance are essential. 

The fact that a patient has a diaphragmatic 
hernia does not mean that it produces sub- 
sternal pain or that it is symptomatic. Careful 
clinical evaluation and follow-up care are re- 
quired to determine the cause of the symp- 
toms. 


Patients who have diaphragmatic hernias 
are usually in the older age group, and there- 
fore are susceptible to coronary occlusion. The 
presence of a hiatus hernia does not indicate 
that an occlusion has not occurred or will not 
occur in the future. Repeated evaluation and 
study of each new pain is indicated. 


SUMMARY 


Fifty cases of precordial pain due to hernia 
of the cardiac end of the stomach through the 
esophageal hiatus of the diaphragm are pre- 
sented. Differential diagnostic points between 
this condition and coronary artery disease are 
discussed. 
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DISCUSSION (Abstract) 


Dr. Vince Moseley, Charleston, 8S. C.—Dr. Holoubek 
has stressed the important point that the age group 
in which these hernias are frequently found is also 
the age group in which coronary thrombosis, angina 
pectoris and cholecystitis are frequently to be antici- 
pated. 

As he has shown, we must depend upon x-ray con- 
firmation. It is only in the occasional case that the 
hernia is large enough to be recognized from the phys- 
ical findings, in which instance one may think at times 
that one is dealing with an acute pneumothorax, be- 
cause there is an increased tympany in the left side 
of the chest where these hernias occur. 


On other occasions, if the protruding organ is a 
fluid filled stomach, in those instances one may think 
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that one is dealing with pleural effusion of a massive 
sort. 


In instances of large hernias, death may actually oc- 
cur if the condition is not recognized promptly. I 
recently saw such a patient: a woman in her late seven- 
ties who when seen was quite dyspneic, cyanotic, with 
evidences of beginning heart failure, with findings 
which suggested a left massive pneumothorax because 
of the extreme tympany present. Almost two-thirds of 
the stomach was herniated up into the left thoracic 
cavity. After recognition of this, the patient was gotten 
into the upright position and with the use of adequate 
suction and intubation for rapid decompression the 
stomach slid back down into the abdominal cavity, 
and she made a rapid and uneventful recovery. 

Prior to that, digitalis, oxygen and other measures 
had been employed without benefit. 

It is important to bear this condition in mind, par- 
ticularly in older individuals, as a possible cause of 
symptoms and signs which may suggest heart disease, 
acute pneumothorax or massive pleural effusion. 

Upon physical examination, particular attention 
should be paid to increase peristaltic sounds, which is 
a clue that may enable us to arrive at a diagnosis at 
the time. 

This and similar cases showed electrocardiographic 
changes typical of right heart strain with tachycardia 
and multiple ectopic beats. 

A point that we have found useful is a little trick 
in x-ray examination by fluoroscopy. In addition to 
having the patient in the Trendelenburg position, if 
one will have him drink barium from a glass, through 
a quill, the increase of negative pressure in the thorax 
tends to suck the hernia upward. The maneuver of 
Muller is actuaJly produced in this way; it tends to 
suck the herniated portion of the stomach up through 
the esophageal hiatus. 


Many individuals stress pressure on the abdomen in 
the roentgenographic examination. Inflation of the 
colon has been used by Dr. Schatski in demonstrating 
these hernias in his patients, and various maneuvers 
of that sort have been used, but in our hands the 
negative pressure produced by having the patient swal- 
low while lying head down, using a drinking tube 
with barium, has permitted us to see these hernias 
more often than any other maneuver. 


Dr. George T. Harrell, Winston-Salem, N. C.—I 
should like to ask Dr. Holoubek whether his experi- 
ence indicates that large or small hernias are more 
likely to be found at x-ray, and which is more likely 
to produce symptoms. 


Dr. Heloubek (closing)—We have had about five 
large hernias, and they produce a type of symptom 
more commonly described as a feeling of fullness in 
the substernal region, without much pain. This usually 
comes on at night, and after heavy eating. The small 
hernias usually produce the more acute type of severe 
pain, which usually comes on after some severe strain. 
They feel as though they had something in the sub- 
sternal region producing the pain. These patients are 
often relieved by relieving the strain, and they think 
they have angina pectoris. The large hernias usually 
occur at night, and they are often confused with cor- 
onary occlusion. 
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PSEUDOMONAS AERUGINOSA SEPSIS* 
(PYOCYANEUS BACILLUS) 


CASE REPORTS AND PREDISPOSING FACTORS 


By M. Hanp, M.D.+ 
Memphis, Tennessee 


Pseudomonas aeruginosa, coli-acrogenes or- 
ganisms, Bacillus proteus and other gram- 
negative organisms occasionally cause sepsis in 
infants and older patients, and there is little 
doubt now that they can invade the body in 
a primary pathogenic role.! These organisms 
are known to cause secondary or “superinfec- 
tions” if the bacterial flora is altered suffi- 
ciently by drug therapy.? This report concerns 
five patients with sepsis due to Pseudomonas 
aeruginosa (Bacillus pyocyaneus), three of 
whom recovered following therapy with poly- 
mixin B (Table 1). The pathology of Pseudo- 
monas sepsis is considered because of its im- 
portance in early diagnosis and prognosis, and 
factors which predispose to Pseudomonas in- 
fection and sepsis are examined. It might be 
mentioned that the term “Pseudomonas aeru- 
ginosa”’ is that of the Society of American Bac- 
teriologists, whereas “Bacillus pyocyaneus’”’ is 
chosen by the English writers.* We use the 
two terms interchangeably. 

The Bacillus pyocyaneus is a small gram- 
negative motile rod that is cultured and rec- 
ognized without difficulty in most instances; 
in fact, this organism of “blue-green pus” is 
considered a nuisance, since it contaminates 
wounds without apparent ill effect, and actu- 
ally is thought to promote healing in some 
cases of burns. It is found on the skin about 
the perineum and axilla, may be cultured reg- 
ularly from sewage, but may be cultured from 
the stools in only 2.5 to Il per cent of hu- 
mans.® 6 

Interest in sepsis due to B. pyocyaneus be- 
gan with the advent of antemortem blood cul- 
tures. A frequently quoted article is that ol 
Lilley and Bearup® of Australia, (1928) who 
cultured the organism from the blood stream 


*Read in Section on Pediatrics, Southern Medical Associa 
tion, Forty-Seventh Annual Meeting, Atlanta, Georgia, October 
26-29, 1953. 


*From the Division of Pathology and Bacteriology and the 
Division of Pediatrics, University of ‘Tennessee College of 
Medicine and the John Gaston Children’s Hospital, Memphis, 
Tennessee. 


+Playtex Park Foundation Fellow, and Instructor in Pathol- 
ogy and Pediatrics. 
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in two, and probably four, of nine cases. They 
also demonstrated the development of serum 
agglutinin titres in four of their nine patients. 
The clinical syndrome they reported was sug- 
gestive of typhoid fever, and was thought to 
originate from contaminated water. In 1947, 
Schaffer and Oppenheimer? reported eight 
cases in infants, with seven fatalities and one 
recovery, the latter associated with strepto- 
mycin therapy. Review articles at about the 
same time by Stanley,' Kerby,* Robitzek and 
Prausnitz® clarified the bizarre types of infec- 
tion that occur with this organism, which may 
involve almost every system of the body, but 
seems to have a predilection for the gastro- 
intestinal tract, central nervous system, and 
skin. Recent additional reports by Walker,!° 
Geppert,'' Garrard,'* McCurdy and Neter,? 
and many others attest to the continuing, and 
probably increasing, importance of this in- 
fection. 
CASE REPORTS 


Case 1—This colored male infant, age nine days, 
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was admitted to the John Gaston Hospital January 8, 
1953, because of intermittent vomiting since birth and 
diarrhea. However, no bowel movements had occurred 
for two days prior to admission. He weighed six 
pounds two ounces, although his birth weight had 
been seven pounds, 12 ounces. He was dehydrated, 
acutely ill, and his breath had a fecal odor. The oral 
membranes and tongue were fiery red. Large amounts 
of foul green exudate drained from the umbilicus. 
The abdomen was distended and tight, with loops of 
bowel clearly demarcated through the thin abdominal 
wall. The skin was dry and scaly and exhibited poor 
turgor. Admission laboratory studies revealed a plasma 
carbon dioxide combining power of 42 vol. per cent 
(19 mEq. per 1.); chlorides, 605 mg. per cent (109 
mEq. per 1.); hemoglobin, 15 grams per 100 cc.; red 
cells, 5,910,000 per cu. mm. and white cells, 10,800 per 
cu. mm., with 44 per cent segmented neutrophils and 
56 per cent lymphocytes. Culture from the umbilicus 
yielded coli-aerogenes organisms. On x-ray examina- 
tion, gas was seen in the stomach, intestines, and the 
left side of the abdomen, and fluid seemed present in 
the peritoneal cavity. The patient was given penicillin 
and streptomycin and received parenteral fluids, in- 
cluding whole blood. Wangensteen suction was em- 
ployed. The infant died on the eighth hospital day, 
at an age of 17 days. He passed small amounts of foul 
green watery stools prior to death. Culture of the stool 


PSEUDOMONAS AERUGINOSA (PYOCYANEUS) SEPSIS 
CASE REPORTS 
Case, Age Principal Findings Bacteriology— (Site Therapy* Outcome 
Race, Sex, Weight of Positive Cultures) 
1 9davs Diarrhea, vomiting, dehy- Blood, peritoneal fluid, P-S, blood, fluids, Death, age 17 days 
C.M. 6 Ibs. 2-oz. dration; G-I ulcers, bowel and G-I ulcers Wangensteen suction Autopsied 


necrosis, skin 
bullae and necrosis, lung 
hemorrhage 


peritonitis; 


2 19 days Prematurity, diarrhea, de- 


Clinical and autopsy 


P-S, blood, fluids Death, age 25 days 


C.M. 4 Ibs. 13-07. hydration; lung abscesses, blood cultures Autopsied 
brain abscess (massive), 
skin bullae and necrosis 
3. 7 vears Diarrhea X 2 treated with CSF positive X 2; blood Polymixin B No known ill effect. 
C.F C 9/28/51-10/4/51. and C_ positive X 1. Resist. to Recovery, discharged 
and T 10/6-10/21. Head- P, T, B, C, A, S. In- 31 davs 
aches after leaving hospi- hibited by  polymixin, 
tal, readmitted 11/10. 1.5 meg. ‘cc. 
CSF: whe. 2,300; polymor 
phonuclears, 78 per cent; 
Ilvmphocytes, 22 per cent 
4 | year Cellulitis, otitis media 2 blood cultures. Resist. Polymixin B Recovered, 
C.M. 18 Ibs. Burned right side of head to P, A, B, T and C. discharged 31 days 


5 month 
Ww.M. 


* Abbreviations: 
penicillin-streptomycin, 


A, 


one month prior. URI one 
week before otitis 

Diarrhea with green stools 
(patient has microcephaly) 
Ecchymotic (‘‘more throm- 
botic than hemorrhagic’’) 
area on abdominal wall 
beginning as a dark pus- 
tule 


aureomycin; B, 


bacitracin; C, 


Inhibited by polvmixin, 
6.25 meg./cc. 

Blood and wound cul- 
tures. Sensitive to C 
and T 


chloramphenicol; P, 


Although sensitive to 
C and T, no clin. re- 
sponse obtained; nor 
to A, P-S. Progressive 
response to polymixin 
B 


Recovery, 
65 hospital days 


penicillin; S, streptomycin; T, oxytetracycline; P-S, 


ee 
TaBLe | 
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terminally yielded a predominant growth of Pseudo- 
monas aeruginosa. Skin lesions developed after admis- 
sion to the hospital and appeared as dark blebs which 
enlarged, broke down and left large ulcerated dark 
areas (Figs. 1 and 2). At autopsy, the umbilical infec- 
tion was limited to the immediate area and did not 
extend into the peritoneum or liver. Large necrotic 
areas were found in the ileum and colon and the 
cecum was the site of extensive necrosis and perfora- 
tion (Fig. 3). Generalized peritonitis was present and 
the abdomen was filled with a yellow-green watery 
exudate (Fig. 4). Pseudomonas aeruginosa was found 
in pure culture in the heart blood, and was the pre- 
dominating organism cultured from the ulcers in the 
cecum and the peritoneal exudate. Hemorrhages were 
found in the lungs and the adrenal glands. 

It would be difficult to prove that the pyo- 
cyaneus infection was primary in this patient 
as this may represent a case of diarrhea of the 
newborn with secondary invasion by pyocy- 
aneus organisms. The fiery red oral mucous 
membranes coincide with findings described 
by Buddingh and Dodd!* in cases of virus 
diarrhea of the newborn. Whichever was pri- 
mary, it appears likely that the pyocyaneus 
organisms caused the gastrointestinal ulcera- 
tion, (which we first thought was due to ty- 
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Case 1. Pseudomonas sepsis. 


Extensive ulceration and ne- 
crosis of left thigh and knee. 
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phoid infection), perforation of the cecum, 
and generalized peritonitis. Hunter and En- 
sign't reported an epidemic of diarrhea 
among newborns due to pyocyaneus organ- 
isms, caused by a contaminated wash cloth 
and infected milk supply. 


Case 2.—This colored male infant was born prema- 
turely March 3, 1953, and weighed four pounds, 13 
ounces. He had lost to four pounds, three ounces by 
March 6 and gained to four pounds, 12 ounces by March 
14. He exhibited marked sternal and substernal retrac- 
tions, first noted at the time of birth and continuing 
for five days, after which the respirations gradually 
became more normal in character. Penicillin was ad- 
ministered from March 5 through March 9. He seemed 
to do well on routine premature care, but on March 
24 developed diarrhea, which persisted and became 
more severe to the time of death on March 30. Penicil- 
lin, streptomycin and supportive measures, including 
blood transfusions, were started March 25 and con- 
tinued until March 30. Dark skin blebs were first 
noted on March 27 and they enlarged progressively to 
pustules at the time of death on March 30. Blood cul- 
ture on March 30 was positive for Pseudomonas aeru- 
ginosa. Spinal fluid examination on March 30 revealed 
xanthochromia, with a protein level of 111 mg. per 
cent, and eight white blood cells per cu. mm. A nega- 
tive spinal fluid culture was reported. Autopsy exami- 
nation revealed multiple lung abscesses and a massive 
brain abscess in the left cerebral hemisphere. Lung, 


Fic. 2 


Case 1. Pseudomonas sepsis. Necrosis and ulceration of the 
buttocks, sacral area, thighs and knees. 
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blood, and brain cultures were positive for Pseudo- 
monas aeruginosa as the predominant organism. The 
relation between the respiratory distress during the 
first few days of life and the sepsis is not clear, but 
suggests a primary respiratory infection, with subse- 
quent sepsis and metastatic brain abscess. 


Case 3.—This seven-year-old colored girl was treated 
for diarrhea in the John Gaston Children’s Hospital 
from September 28 to October 4, 1951. Rectal swab 
cultures taken on admission were negative for patho- 
gens. She responded promptly to chloramphenicol. 
However, she was rehospitalized from October 6 to 
October 21, 1951 for a relapse of her diarrhea. Stool 
culture was again reported “negative for enteric patho- 
gens,” but a blood culture was positive for Pseudo- 
monas aeruginosa, which was sensitive im vitro to 
chloramphenicol, and non-sensitive to penicillin, aure- 
omycin, bacitracin and oxytetracycline. The child re- 
sponded clinically to chloramphenicol and oxytetracy- 
cline, and follow-up blood cultures were negative. She 
was discharged on the fifteenth hospital day, and was 
given sulfadiazine to take at home. She was readmitted 
to the hospital 20 days later on November 10, 1951, 
with complaint of severe headaches beginning shortly 
after leaving the hospital. On this, the third, admis- 
sion examination of the spinal fluid revealed 2,300 
white cells per cu. mm., with 78 per cent polymorpho- 
nuclears, a sugar of 60 mg. per cent, protein of III 
mg. per cent, and chlorides of 715 mg. per cent. Blood 
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Case 1. Pseudomonas sepsis. Multiple lesions in the colon 
with probe through area of ulceration and perforation in 
the cecum. 
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and spinal fluid cultures were both positive for Pseu- 
domonas aeruginosa. Jn vitro, the organisms were re- 
sistant to chloramphenicol, penicillin, oxytetracycline, 
aureomycin, dihydro-streptomycin and bacitracin, but 
were inhibited by polymixin B in concentrations of 
1.5 micrograms per cc. The patient received polymixin 
B from November 13 to December 11, 1951, and made 
an uneventful recovery. She had no sequelae. 


Case 4.—This one-year-old colored boy was admitted 
to the hospital November 20, 1951, because of a second 
degree burn of the right side of the head and the 
right knee one month before admission. These lesions 
had not healed and were the site of cellulitis at the 
time of admission. Five days before admission the in- 
fant became restless and feverish and the area about 
the right ear became more swollen. No diarrhea was 
noted. The temperature of the infant was 103°  (rec- 
tal) and the right ear drum was dull and bulging in 
character. The white blood count was 37,000 per cu. 
mm., with 54 per cent segmented, 18 per cent bands, 
7 per cent metamyelocytes and 21 per cent lympho- 
cytes. The hemoglobin was 11.5 grams per 100 cc. and 
the red cell count was 4,920,000 per cu. mm. Blood 
culture was positive for B. pyocyaneus, which in vitro 
was resistant to penicillin, aureomycin, bacitracin, oxy- 
tetracycline and chloramphenicol. The organism was 
inhibited by polymixin B in concentration of 6.25 
micrograms per cc. Pseudomonas aeruginosa and Staph- 
Vlococcus aureus were cultured from the lesion on the 
right knee. The infant continued to have a_ septic 
course, although receiving penicillin and sulfadiazine 


Fic. 4 


Case |. Pseudomonas sepsis. Watery opaque fluid in peri- 
toneal cavity, associated with perforation of the cecum. 


| 


Vol. 47 No. 11 


from November 20 to November 29, 1951. Polymixin 
B therapy was begun December 5 and continued for 
15 days. The temperature subsided and subsequent 
blood cultures were negative. The child recovered 
without apparent sequelae, and went home on the 
twenty-first hospital day. 

Case 5.—This white male, age one month, was ad- 
mitted to the John Gaston Children’s Hospital Sep- 
tember 5, 1951, because of diarrhea of 10 days dura- 
tion, and severe diarrhea for three days, with green 
stools. At birth the infant weighed nine pounds and 
had no difficulty. On admission at one month of age 
he weighed eight pounds, 4 ounces, and was dehy- 
drated. He was suspected of having microcephaly and 
mental retardation on this admission, and this later 
proved to be correct. On admission September 5, the 
abdomen was soft to palpation and no skin lesions 
were found. The plasma carbon dioxide combining 
power was 10 vol. per cent (5 mEq. per 1.) and the 
white blood cell count was 10,600 per cu. mm. Blood 
culture was positive for Pseudomonas aeruginosa. 
Hemorrhagic ecchymotic blebs, beginning as pustules 
and increasing in size, were noted on the abdomen 
for the first time September 8. These skin lesions were 
suggestive of a “thrombosing rather than a hemor- 
rhagic abnormality.” Bleeding and coagulation times 
were within normal range, but the prothrombin time 
was prolonged to 30 seconds (control 16 seconds). 
Vitamin K was administered. The necrotic lesions on 
the lower abdominal wall became very extensive and 
involved the base of the penis, and additional dark 
necrotic lesions appeared on the buttocks, Plastic sur- 
gery was considered. Therapeutic measures included 
incubator care, blood transfusions, and parenteral 
fluids. Nitrofurazone soaks and neomycin ointment 
were applied locally to the necrotic skin areas. Specific 
drug therapy was as follows: 


Penicillin September 5- 8, 1951 
Streptomycin September 7- 8, 1951 
Aureomycin September 8-15, 1951 
Penicillin, 

streptomycin September 9-15, 1951 
Intravenous 


oxytetracycline September 15-20, 1951 
Oral oxytetracycline September 15- 
Polymixin B September 20- 


October 6, 1951 
October 5, 1951 

Although sensitive to chloramphenicol and oxytetra- 
cycline in vitro, no distinct clinical change occurred 
during the time of treatment with the first six drugs 
listed above. However, the patient became afebrile 
after four days on polymixin B. Improvement was 
progressive, and the skin lesions did not require 
grafting. 


DISCUSSION 


In our experience, Pseudomonas sepsis in 
infants and children has resulted in gastro- 
intestinal ulceration, necrosis and bowel per- 
foration with peritonitis, meningitis, brain 
abscess, lung abscesses, and the characteristic 
skin lesions. Septic arthritis, osteomyelitis,! 
endocarditis!® and other lesions are reported, 
but are less common. 
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We culture Pseudomonas aeruginosa com- 
monly from urine, burned surfaces, and 
wounds. The organisms gain entrance to the 
body through various routes, and in 83 cases 
of Pseudomonas sepsis reported in the litera- 
ture, Kerby® reported the site of entrance as 
follows: 

SOURCE OF PSEUDOMONAS SEPSIS: (KERBY*) 


Per Cent Per Cent 
Adults Children 


Diarrhea 13.6 25.7 
Skin 13.6 15.7 
Otitis media 0 12.6 
Umbilicus 0 10.3 
Throat and salivary glands 2.3 7.7 
Postoperative or postinstrumentive 31.9 2.6 
Pelvic and urinary infections 6.8 0 
Puerperal infections 6.8 
Unknown 25.0 25.7 
Total Patients 44 39 


In the gastrointestinal tract, the infection 
characteristically results in diphtheria-like ul- 
cers, most marked in the lower ileum, appen- 
dix, or colon, although they may occur at any 
point in the alimentary canal. Bowel necrosis 
and perforation cause peritonitis in a number 
of cases,’ as seen in our first patient. The um- 
bilicus and skin are important points of in- 
fection and entrance. The infection may be- 
gin during the puerperium,'® as it probably 
did in Cases I and 4, and the occurrence of 
this infection in either the newborn or the 
mother, should lead to scrutiny of the other. 
This type of infection is most common in the 
urinary tract,' especially in the presence of 
urinary obstruction or bladder paralysis. We 
have had resistant urinary Pseudomonas in- 
fection in poliomyelitis patients. Epidemic 
and endemic diarrhea!‘ have been attribu- 
ted to infection with this organism. Otitis 
media due to pyocyaneus is resistant to ordi- 
nary therapy and is a potential source of sep- 
sis and brain abscess. 

The skin lesions associated with pyocyaneus 
sepsis may be characteristic and of greatest im- 
portance as a means of diagnosis sufficiently 
early for therapy to be of value (Figs. / and 2). 
These lesions begin as small points of ecchy- 
mosis or blebs, at which time the blood cul- 
ture is usually positive, even though the in- 
fant’s temperature may be normal.'! The skin 
blebs persist, or enlarge, and frequently break 
down to leave a dry or weeping surface. Large 
areas of skin become dry, dark, and necrotic, 
and resemble dry gangrene with superimposed 
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ulceration. The lesions suggest necrosis due 
to thrombosis rather than hemorrhage. They 
are common on the extremities and about the 
buttocks, and at first one may attribute the 
lesions to repeated drug injections or clyses. 
The term “ecthyma gangrenosum” has been 
applied to the skin lesions. They have been 
reported many times,” since they were recog- 
nized by Fraenkel,'’ as the most characteristic 
manifestation of Pseudomonas sepsis. Skin le- 
sions were present in three of our five cases, 
and are well illustrated in the recent article 
by Geppert et alii.!' Microscopically, the lay- 
ers in the skin are necrotic and separated. 
Gram-negative bacteria are usually present in 
abundance. Vascular thromboses are common 
and the inflammatory cell reaction in the tis- 
sue is conspicuously minimal.'! The peculiar 
histological picture is said to result from ac- 
tion of the potent proteolytic enzymes* pro- 
duced by Pyocyaneus organisms. 


PREDISPOSING FACTORS FOR B. PYOCYANEUS 
SEPSIS AND “SUPERINFECTIONS” 


Although not a common pathogen, it is es- 
tablished that primary infection may and does 
occur due to B. pyocyaneus, and that certain 
clinical conditions promote, or “invite,” this 
organism to assume a pathogenic role. Specifi- 
cally, such circumstances are: (1) disturbance 
or alteration of bacterial flora by drug ad- 
ministration;* !! 1? (2) presence of debilitating 
illness with diminution of resistance to bac- 
terial invasion;'?® (3) introduction of con- 
taminated instruments, fluids, or drugs into 
the meninges or other parts of the body;'* °° 
(4) repeated passage of the organism which 
enhances its virulence;> and possibly (5) re- 
duction of immune response by antibiotic ad- 
ministration.*4 

The flora of the nasopharynx and throat 
are normally balanced between gram-positive 
and gram-negative bacteria, although a sus- 
ceptible patient frequently becomes ill when 
a pathogenic member of either group is in- 
troduced. Elimination of the pathogen may 
be, and frequently is, accomplished by natural 
resistance or antibacterial therapy, following 
which the flora usually reassumes its normal 
balance. However, conditions arise whereby 
the primary pathogen is not sufficiently de- 
stroyed or inhibited, and, through the process 
of mutation of resistant strains, as shown by 
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Demerec** and Alexander,’ the pathogenic 
organisms propagate to abnormal proportions 
in the presence of a non-lethal antibiotic or 
inadequate concentration of a potentially leth- 
al antibiotic. In this regard, it is suggested that 
the use of multiple antibiotics reduces the 
chance for emergence of resistant strains.* °? 73 
Another possibility is that a non-pathogenic 
saphrophytic organism, not sensitive to the 
antibiotic or antibiotics administered, may 
multiply to abnormal proportions and_be- 
come pathogenic. This has been demonstrated 
with Pseudomonas aeruginosa, coli-aerogenes 
organisms, proteus bacilli, and others, as a re- 
sult of administration of penicillin and broad- 
spectrum antibiotics (aureomycin, chloram- 
phenicol or oxytetracycline), as reported by 
Haffner et alii,7* Garrard et alii,’* McCurdy 
and Neter,? and others. McCurdy and Neter? 
say: 

“This sequence of events is more frequently en- 
countered following the use of penicillin alone or in 


conjunction with a broad-spectrum antibiotic, than 
with a broad-spectrum antibiotic alone.” 


A significant number of their infants showed 
a “reappearance of clinical illness with change 
of flora,” which has been termed a “super- 
infection.” The superimposed, secondary, or 
“super-infection,” whichever term is em- 
ployed, has on occasions caused death."! !* 


Pyocyaneus sepsis with death is reported by Stan- 
ley! in debilitated patients with diminished resistance 
to bacterial infection in the following patients: (1) 
female, age 53, with paraplegia, pneumococcic pneu- 
monia and empyema, treated with sulfadiazine; (2) 
male, age 17, with an acute exacerbation of lupus ery- 
thematosus following sunburn, being treated for skin 
infection with penicillin; (3) male, age 62, with chronic 
lymphatic leukemia and rectal ulceration, the organ- 
isms rapidly developing resistance to streptomycin; (4) 
female, age 69, who had undergone multiple biliary 
tract operations, in whom sulfonamides and strepto- 
mycin were not curative and “sudden death” occurred 
during B. pyocyaneus bacteremia; and (5) male, age 
45, who was cured of pneumococcic endocarditis by 
penicillin but died of superimposed tricuspid endocar- 
ditis due to B. pyocyaneus. Blood cultures were posi- 
tive in all of these patients. 


Many reports attest to the danger of intro- 
ducing drugs or instruments contaminated by 
B. pyocyaneus into body spaces, especially the 
meninges“? and genitourinary tract.!® Menin- 
gitis has been reported following lumbar 
puncture and the introduction of contami- 
nated solutions into the spinal or cranial 
cavities. 
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Passage of infections from patient to patient 
increases the virulence of pyocyaneus organ- 
isms.* Passage of pyocyaneus organisms prob- 
ably occurred in the outbreak of diarrhea in 
an infant’s ward reported by Florman and 
Schifrin,'? since the organisms recovered from 
the hands of one of the ward nurses were ap- 
parently identical to those recovered from 
four of their patients. 


What effect antibiotic administration has 
upon the immune response of human patients 
is not yet clear. It is commonly stated that 
early removal or reduction of pathogenic or- 
ganisms by antibiotic therapy reduces the 
stimulus to antibody formation. A recent re- 
port by Stevens?! says: 

“Penicillin, dihydrostreptomycin, aureomycin and 
terramycin® are all capable of severely depressing the 
primary immune response to a soluble protein antigen 
in rabbits.” 

It should be clear that his method is not a 
measure of active antibody production. 


SUMMARY 


Septicemia results from invasion with Pseu- 
domonas aeruginosa organisms and may cause 
death (Cases 1 and 2). This gram-negative ba- 
cillus characteristically produces severe necro- 
sis where the infection is localized, resulting 
in a peculiar but often diagnostic clinical pic- 
ture. Five cases of Pseudomonas sepsis are pre- 
sented, with two deaths, and three cases that 
recovered following polymixin B therapy. The 
experience of others with this infection is 
cited briefly. The predisposing factors to in- 
vasion with Pseudomonas organisms discussed 
are: (1) drug therapy; (2) debilitation; (3) 
contamination of instruments and drugs; and 
(4) repeated passage of organisms with result- 
ing increased virulence; and (5) possible re- 
duction of immune resistance by drug admin- 
istration. 
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DISCUSSION (Abstract) 


Dr. William F. Friedewald, Atlanta, Ga—There is 
no doubt that polymixin is the antibiotic of choice at 
the present time in the treatment of pseudomonas in- 
fections. Unfortunately the toxicity of this antibiotic 
limits its usefulness to only the more serious infections. 
These organisms are normal inhabitants of the human 
skin and are frequently secondary invaders of dam- 
aged tissues. Many of these superficial infections are 
relatively asymptomatic and the infection often sub- 
sides during the healing process without specific ther- 
apy. In the more severe superficial infections, topical 
application of polymixin in the form of ointments or 
wet dressings is beneficial. The treatment of urinary 
tract infections due to pseudomonas is often difficult. 
It is more important to correct any abnormality in the 
urinary tract than to attempt to find an effective anti- 
biotic. These infections may subside spontaneously 
after surgical removal of obstructive lesions. Refractory 
cases of urinary tract infection require careful bacterio- 
logic studies with sensitivity tests to determine whether 
the organism is sensitive to the usual antibiotics. In 
general sulfonamides are only partially effective and 
resistant strains rapidly appear when streptomycin is 
used. When other measures fail, a course of polymixin 
therapy is indicated. The generalized pseudomonas in- 
fections are medical emergencies and require early 
recognition and treatment with polymixin. The prob- 
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lems presented by these patients are well illustrated 
in the cases discussed by Dr. Hand. The recovery of 
the three patients treated with polymixin demonstrates 
the effectiveness of this antibiotic. The recommended 
daily dose of polymixin is 2.5 mg. per kilogram intra- 
muscularly in divided doses. Patients with infection of 
the central nervous system should also receive poly- 
mixin intrathecally in doses of 2.5 to 4 mg. Patients 
under treatment with polymixin must be carefully 
observed for renal complications, and therapy must be 
discontinued when renal failure occurs. Experience 
with this antibiotic, however, indicates that the dan- 
ger of serious renal complications is minimal in indi- 
viduals with normal renal function. 


Dr. Thomas V. Patterson, Dallas, Tex.—Are there 
any characteristic oral or rectal lesions? 


Dr. Hand (closing.}—In the throat, pyocyaneus in- 
fection may produce an ulcerative tonsillitis which 
extends bevond the tonsil border, unlike the usual 
bacterial infection. A membrane is produced and diph- 
theria is suspected, but the pale green necrotic mem- 
brane when cultured vields a rapidly spreading proteo- 
Ivtic colony, within a few hours as a rule. 


The peculiar skin lesions, characterized by blebs 


and later necrosis, often start in the perirectal regions. 


CONGENITAL ANTERIOR 
DISLOCATION OF THE KNEE* 


By Ricuarp T. M.D. 
and 
EarL P. Hort, JR., M.D. 
St. Louis, Missouri 


The congenital deformity variously referred 
to as genu recurvatum, congenital anterior 
subluxation or congenital anterior dislocation 
of the knee is characterized by hyperextensi- 
bility of the knee with partial or complete 
anterior displacement of the tibia on the fe- 
moral condyles. We prefer to reserve the term 
genu recurvatum as one of the acquired de- 
formities of poliomyelitis, rickets or trauma. 
Either term, anterior subluxation or anterior 
dislocation, seems appropriate for the degree 
of displacement each describes. 

Congenital anterior dislocation of the knee is an 
unusual deformity and often is described as rare. 
Provenzano! in his review of the literature in 1947 was 
able to find 211 reported cases to which he was able 
to add two. Recently, Perricone? reported 16 additional 
cases. Koptis? in reviewing 2,393 cases of congenital 
anomalies found only 11 anterior dislocations of the 


*Read in Section on Orthopedic and Traumatic Surgerv, 
Southern Medical Association, Forty-Seventh Annual Meeting, 
Atlanta, Georgia, October 26-29, 1953. 

*From the Department of Surgery, Washington University 
Schoo! of Medicine, St. Louis, Missouri. 
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knee as compared to 923 cases of congenital disloca- 
tions of the hip, or one dislocated knee to each 84 
dislocations of the hip. Anterior dislocation, although 
rare or unusual, is the most common congenital anom- 
aly of the knee. The purpose of this paper is the 
presentation of six additional cases, including the path- 
ological findings of a fresh specimen, which have come 
under the authors’ observation between August 1951 
and September 1953. The treatment of three of these 
was our direct responsibility. A fourth case was on our 
City Hospital service which at the parents’ request was 
transferred to the Shriners Hospital. The fifth, a fresh 
specimen, was generously provided us by the Washing- 
ton University Departments of Anatomy and Pathology 
for autopsy. The sixth case was treated by Dr. H. R. 
McCarroll who generously permitted its inclusion. 


Etiology.—The etiology of congenital dis- 
location of the knee has been the subject of 
wide speculation. Very few cases have been 
found where there was a family history of a 
similar or other congenital defect. Proven- 
zano! found only seven in the 213 recorded 
cases to have such a history. Where the etiol- 
ogy is obscure many things, of course, have 
been proposed as etiological agents for this 
deformity, from too little amniotic fluid to 
postnatal trauma. In 1947 Provenzano! sub- 
mitted the following as a working classifica- 
tion of the etiology of congenital anterior dis- 
location of the knee: 

(1) Intrinsic (intrauterine causes) 

(a) Primary mesenchymal fetal defects in which 
there are multiple congenital defects or single 
or bilateral congenital dislocation of the knee 

(b) Traumatic developmental defects such as: 

(1) Developmental malposition in utero dur- 
ing early development 

(2) Secondary malposition in utero superim- 
posed on a previously existing mesenchy- 
mal defect 

(c) Congenital shortening of the quadriceps ten- 
don. (Middleton+) 

(2) Extrinsic causes 

Those due to the necessary manipulation per: 

formed during the actual process of delivery 

If we were to base a conclusion on our sin- 
gle autopsied case we should say that we found 
nothing for which simple malposition could 
not account. It is true that many of the cases 
with congenital anterior dislocation of the 
knee have associated congenital detects. How- 
ever, the fact that some have no other deform- 
ity seems to preclude a dysmorphism or germ 
plasm origin. 


Pathology.—The pathology of congenital 
anterior dislocation of the knee has been sum- 
marized in an excellent article by Mayer.’ He 
based his summary on the findings of some 20 
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reported autopsies, some of which were quite 
scanty, and his one well documented case. The 
most constant and the most significant find- 
ing is contraction of the quadriceps muscle. 
In almost all cases this muscle is so contracted 
that flexion is impeded as long as the muscle 
is intact. Cutting the patellar ligament in our 
autopsied case (Case 5) allowed flexion to 100 
degrees. In addition to a contracted quadri- 
ceps there was a strong anteromedial band of 
fascia impeding flexion. Once this band was 
cut full flexion was obtained. In addition to 
quadriceps shortening there may be shorten- 
ing as well as anterior displacement of the 
gracilis and one or more of the hamstrings. 
Our case showed the gracilis and to a lesser 
extent the biceps femoris to be thus shortened 
and displaced. The tendons of the other ham- 
strings are usually displaced into the inter- 
condylar notch of the femur, and are moder- 
ately elongated. This we found to be true. 


The capsule of the knee joint is generally 
redundant posteriorly and may or may not be 
contracted anteriorly. The cruciate ligaments 
have shown one of several changes; elongation, 
very thin remnants of ligaments or thickened 
structures quite strong enough to prevent flex- 
ion. We found an elongated anterior cruciate 
ligament and a normal posterior one. Neither 
was thought to inhibit flexion. The lateral 
ligaments of the knee have altered positions 
and run somewhat horizontally and may be 
quite tense. 


The patella has been reported to be absent 
largely because it cannot be palpated in its 
deeply recessed position. Once the proper 
bony relationship has been restored the patel- 
la can be felt. It may be displaced upward and 
may be smaller than its fellow, and has twice 
been reported absent. 


Very few actual bony changes due to the 
dislocation have been described. Those noted 
have been due to the altered position of the 
patella or to alterations in the articular por- 
tions of the femur and tibia because of the 
displacement.* The semilunar and articular 
cartilages are usually normal. 


Clinical Findings.—In extreme degrees of 
anterior dislocation the clinical findings may 
be quite startling. The knee may often be 
hyperextended to the degree that the anterior 


*We noted in Case 4 that the distal femoral epiphyseal ossi- 


fication center had just appeared by the 19th week of life, 
whereas it appeared by 12 weeks from birth on the normal side. 
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portion of the lower leg may be brought into 
contact with the anterior thigh. The skin of 
the anterior knee is slack and markedly wrin- 
kled. The patella seldom is palpable and at 
the original clinical examination may be re- 
ported as absent. In reality it rarely is absent. 
The condyles of the femur and tibia are pre- 
senting into the popliteal space. The femoral 
condyles are quite prominent. Because of the 
anterior displacement of the leg and the con- 
sequent relative shortening of the gastrocne- 
mius muscle the foot may be held in equinus. 
The knee can seldom be flexed to 180 degrees. 
Confirmation of the clinical findings is ob- 
tained by roentgenogram. 

In addition to the deformity of the knee 
many of the infants have associated congenital 
anomalies. In just two of our six cases were 
we able to find no other anomaly besides the 
dislocation of the knee. Case 2 had a calcaneo- 
varus deformity of the left foot and a disloca- 
tion of the right fourth metacarpo-phalangeal 
joint. Case 4 had in addition to a dislocated 
knee bilateral dislocation of the hip. Case 5, 
our autopsy case, had arthrogryposis multiplex 
congenita involving both elbows and wrists, 
both hips, right knee, and both feet. Case 6 
had multiple anomalies of the spine, disloca- 
tion of both hips, dislocation of both knees, a 
congenital heart defect, and an equino-varus 
deformity of the right foot. 


Treatment.—Many ways have been devised 
to treat congenital anterior dislocation of the 
knee. It is imperative, however, to institute 
treatment during the first two and one-half 
months of the infant’s life. Mayer®> found in 
checking the end results of some 68 cases that 
81 per cent of those treated in the first two 
and one-half months of life were cured either 
by repeated manipulation, traction or reten- 
tive bandages. On the other hand, of those 
treated after two and one-half months by any 
means, including repeated manipulation, trac- 
tion, or surgery, only 3314 per cent were 
cured. Our results confirm Mayer's findings 
and we strongly recommend treatment as early 
as the deformity is recognized, or as soon as 
the infant has regained its birth weight. We 
have instituted treatment before the birth 
weight was regained in only one instance (Case 
3). Our third case was treated from birth with 
repeated pinning of the extremity to the bed 
clothing and later to its own clothing, and 
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this was all that was necessary to effect a re- 
duction and a rapid cure. 

Our other cases which were treated early 
and in which we were unable to flex the knee 
as far as 180 degrees were placed in a well 
padded cast in maximum flexion and were 
wedged at weekly intervals. Because of rapid 
growth of the child the casts required chang- 
ing every two weeks. In the two cases thus 
treated full flexion was attained at one month 
and two and one-half months respectively. 
Each of these two cases was retained in night 
splints for an additional month after full flex- 
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ion was attained. The fourth and sixth cases 
were received late and were subjected to sur- 
gical procedures. One of these failed to return 
for treatment for a total of five months and 
was next seen at the Shriners Hospital for 
Crippled Children at the age of five and one- 
half months when treatment was resumed, a 
threaded Kirschner wire was placed through 
the femur and wedging plaster therapy begun. 
Pin tract infection ensued and the wedging 
was discontinued until these were healed some 
three weeks later. At the present time the 
knee can be flexed to 60 degrees from which 


Fic. 


Case 1, E. J—(A) Shows a typical anterior dislocation of the right knee. 
terior knee and femoral condyles presenting into the popliteal fossa. | 
Therapy was started during the first week of life. 


wedging plaster in just fifteen davs. 


Note the slackened, wrinkled skin of the an- 
(B) Shows the amount of flexion obtained with 


Fic. 


Case 2, R. K.—(A) Shows a right congenital anterior dislocation of the knee at 4 days of age. 
and relative tendo Achilles shortening the foot is held in marked equinus. 


later showing complete correction of the deformity. 


2 


Because of the deformity 
(B) The same case two and one-half months 


This correction was maintained. 


. 
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point wedging is proceeding. Case 6 was seen 
first at the age of six months and she had 
bilateral congenital dislocation of the knees. 
The knees were also markedly externally ro- 
tated. Open reductions were done on this child 
three months apart. It is too early to assess 
the end result of this case but the knees ap- 
pear normal and there is approximately 40 
degrees active flexion in each knee. 

We cannot overemphasize the importance 
of initiating treatment in the first few weeks 
of life. We believe that more cases can be cor- 
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if treatment is not delayed. We have had no 
personal experience in the treatment of cases 
neglected during the first few months of life 
but the experience of others is that surgical 
intervention with its reported lack of ideal 
results becomes necessary. At just what age 
closed plaster technics are no longer successful 
we do not know. 

Results—In three cases of congenital ante- 
rior dislocation of the knee in which treatment 
was instituted during the first week of life the 


Fic. 3 


Case 3, B. W.—(A) Right congenital anterior dislocation, age 6 days. 
(B) Roentgenograms of the same case. 


strap to the bed clothing. 


This was cured in two weeks by pinning an ankle 


Fic. 4 


Case 4, R. H.—(A) Roentgenogram of Case 4 at five and one-half months of age showing moderate anterior dislocation. 


(B) Roentgenogram showing type of therapy instituted at the Shriners’ Hospital. 


Note the bilateral dislocated hips. 


‘ 
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knees are normal in appearance and each has 
a full range of motion. In two other cases in 
which treatment necessarily had to be started 
at the age of five and one-half and six months, 
respectively, the results are only fair and each 
had to be subjected to a surgical procedure. 


SUMMARY 


In summary six cases of congenital anterior 
dislocation of the knee are presented. The eti- 
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ology of this deformity, the clinical findings, 
treatment, the results of treatment, and the 
autopsy findings in a fresh specimen as well 
as the pathological findings reported by oth- 
ers have been discussed. 


CASE REPORTS 
Case 1.—E. J., a colored female, was born August 18, 


1951. There were no maternal illnesses during preg- 
nancy and labor was uncomplicated. The cry was 


Fic. 5 


Case 5.—(A) Congenital anterior dislocation of left knee and deformities involving feet, knees, hips, elbows and wrists. 
(B) Posterior dissection of the left knee showing medial hamstring tendons in the intercondylar femoral notch and the 


gastrocnemius tendons appearing to arise from the lateral femoral condyle. 


The medial femoral condyle is bare. 


Fic. 6 


Case 6, M. S.—(A) Roentgenogram of pelvis and left knee at age of 6 months. Both knees and both hips are dislocated. 
(B) The type of operative treatment employed in late cases of congenital anterior dislocation of the knees. 


¥ 
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spontaneous. Examination of the child revealed a con- 
genital anterior dislocation of the right knee. Flexion 
of this knee was possible to 190 degrees. No other con- 
genital abnormalities were found. After the birth weight 
was regained on August 24, 1951, a plaster cast was 
applied with the right knee in maximum flexion. This 
cast was wedged or changed at weekly intervals. Com- 
plete flexion was obtained by September 21, 1951 and 
retention night splints were made to be worn an addi- 
tional month. At subsequent follow-up the knee ap- 
peared normal but there was some relaxation of the 
ligaments of the knee for some seven months. When 
last seen in August, 1953, the child had a normal right 
knee and this knee was indistinguishable from the left. 


Case 2.—R. K., a colored female, was born November 
11, 1952. There was a normal gestation period with an 
uncomplicated pregnancy and delivery. Prior to con- 
ception the mother had been successfully treated for 
lues and her cardiolipin was negative. The child was 
born with an anteriorly dislocated right knee, a cal- 
caneo varus deformity of the left foot, and a disloca- 
tion of the fourth metatarsal phalangeal joint in the 
right foot. Wedging plasters were begun on November 
17, 1952 to the right knee and left foot. Complete flex- 
ion of the knee and correction of the foot was obtained 
by February 4, 1953. At a follow-up at nine months 
neither of these deformities has recurred. The right 
knee is entirely normal with no residual evidence of 
deformity. 


Case 3—Baby W., a colored female, was born Sep- 
tember 3, 1953 at Homer G. Phillips Hospital. This 
child was a compound presentation of the head and 
right foot. There were no signs of trauma. The right 
knee was anteriorly dislocated and when seen in ortho- 
pedic consultation on September 9, 1953, the knee was 
reducible because the pediatrician had had it pinned 
to the bed clothing, but it could be hyperextended 
until the right foot was touching the groin. By contin- 
uing to pin an ankle strap to the bed and later to the 
child’s diaper, flexion was complete by September 21, 
1953. The knee was kept in a flexed position on dis 
charge and at subsequent follow-up it had not redis- 
located. 


Case 4.—R. H., a white male, was born at St. Louis 
City Hospital on January 27, 1953, following a normal 
pregnancy and delivery. It was discovered to have a 
congenital anterior dislocated left knee and dislocation 
of the hips bilaterally. At the age of four days the 
knee was placed in maximum flexion and a long leg 
plaster cast applied. The cast was changed and mother 
and child were discharged from the hospital. The par- 
ents never brought the child back to the hospital and 
it was next seen at the Shriners Hospital for Crippled 
Children. On July 9, 1953, a threaded Kirschner wire 
was placed in the left femur in order better to stabilize 
the femur during wedging. At the end of three weeks 
because of pintract infection the pin was removed and 
wedging plaster discontinued. The infection was con- 
trolled in three weeks and wedging plaster was re- 
sumed. On October 10, 1953, the left knee had been 
flexed as far as 60 degrees and is still in plaster. The 
wedging is being continued. 


Case 5.—Baby G., a white male, was born September 
23, 1953 at 10:40 p.m., and died the same day at 11:15 
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p.m. His birth weight was 1,600 grams. The child was 
born with the following deformities: arthrogryposis 
multiplex congenita involving both elbows and wrists, 
both hips, right knee and both feet. The left knee was 
anteriorly dislocated. The left knee could be hyper- 
extended to 225 degrees and flexed to 200 degrees. At 
autopsy the quadriceps femoris limited flexion to 200 
degrees. There was an antero-medial fascial band, the 
medial intermuscular septum, inserting into the medial 
quadriceps expansion which was particularly tight. Cut- 
ting the patellar ligament allowed flexion to 100 degrees. 
Cutting the fascial band allowed full flexion of the 
knee. The biceps femoris tendon laterally, the sartorius 
and gracilis tendons medially were displaced forward 
to where they appeared to be knee extensors. All these 
tendons were correspondingly shortened. The tendons 
of the semi-membranosus and semi-tendinosus were 
quite elongated and were displaced into the intercon- 
dylar notch of the femur. The posterior capsule of the 
knee joint was very redundant and thin. The medial 
head of the gastrocnemius muscle was displaced later- 
ally by the tendons of the semi-tendinosus and mem- 
branosus tendons, thus giving the impression that the 
medial head of the gastrocnemius was arising from the 
back of the lateral femoral condyle. In reality the ten 
don arose from its usual origin but was attenuated by 
pressure from the hamstring tendons. The anterior 
cruciate ligament was slightly elongated and the pos- 
terior cruciate was normal. The semilunar cartilages 
and articular cartilages were normal. 


Case 6.—M. M. S., a white female, first seen at the 
age of six months, was admitted to St. Louis Children’s 
Hospital on October 19, 1952. It was noted at birth 
that both knees were dislocated and at the age of five 
months x-rays made in South Dakota revealed bilateral 
dislocation of the hips. The family moved to St. Louis 
and the child was seen by Dr. McCarroll who had it 
admitted to the hospital. On examination the knees 
were anteriorly dislocated; they hyperextended to 225 
degrees bilaterally and flexed to some 200 degrees bi- 
laterally. In addition they were markedly externally 
rotated. The hips were also dislocated and the spine 
showed multiple anomalies. There was a congenital 
heart lesion that required digitalization preoperatively. 
The right foot revealed an equinovarus deformity. 

The right knee was operated upon October 20, 1953 
with lengthening of the quadriceps, reduction to 15 
degrees flexion, and it was fixed with threaded wires 
extending from the tibia into the femoral condyles. 
The left knee received similar treatment on January 
5, 1953, and when last seen in September, 1953, the 
knees looked satisfactory and there was active flexion 
of 40 degrees bilaterally with rather marked lateral in- 
stability. 
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DISCUSSION (Abstract) 


Dr. Wood W. Lovell, Atlanta Ga.—During the past 
year I have seen two cases. One case occurred in a 
premature infant with arthrogyposis multiplex con- 
genita. 

This child in addition to having an anterior sub- 
luxation of the tibia, also had bilateral congenital 
dislocation of the hips and multiple joint involve- 
ment. She was a premature and did not survive, 
therefore treatment was not instituted. 


It would seem that in the arthrogypotic child the 
problem is different because there are usually con- 
tractures of most of the soft tissue with replacement 
of the muscle tissue with adipose tissue. 


The other child, a colored girl, was born some 
seven months ago, with anterior and lateral displace- 
ment of the knee. This child was treated successfully 
with plaster casts, changed bi-weekly. 

I certainly agree with Drs. Odell and Holt that early 
treatment is most important. 


Dr. Jack Wickstrom, New Orleans, La—Dr. Wood 
Lovell and I had an opportunity of discussing this 
excellent paper presented by Dr. Odell prior to its 
presentation here. Dr. Lovell urged that we discuss 
the relatively large number of congenital dislocations 
of the knee we have had an opportunity of following 
during the past ten years on the Tulane University 
Orthopedic Surgery Service at Charity Hospital. We 
have failed to report this group of cases because of 
our inability to evaluate the variation in clinical 
manifestations and the apparent success of therapy. 

Of the seventeen patients with congenital disloca- 
tions of one or both knees seen during the past ten 
years all have responded to conservative therapy which 
has consisted principally of gradual correction of the 
deformity and wedging of the knees in plaster of paris 
casts to complete flexion of the knee. This has been 
accomplished with remarkable ease in the majority of 
patients; however, we can recall several that were ex- 
ceptionally difficult to reduce. Dr. Rufus Alldredge 
saw one of these patients in 1942 with such severe 
deformity that he urged surgical correction which was 
refused by the parents. At the end of a six-year 
follow-up this child has regained complete normal 
function in both knees. The only therapy carried out 
had been manipulation by the patient’s mother. 

Obviously we are not recommending that treatment 
be neglected in these cases but simply wish to point 
out the generally excellent prognosis in this group of 
congenital dislocations of the knee. 


Dr. Odell (closing)—We have had no experience 
with the late results of treatment of this deformity 
or of untreated cases so can only speculate on the 
results. However, we feel that all should be treated 
as early as possible because it has been reported that 
66 2/3 per cent fail if treated after the child has 
reached the age of two and one half months of age. 
I assume then the cases in New Orleans are either 
mild or different from ours if they do not require 
treatment. 
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EXPERIENCE WITH ARTHROPLASTY 
OF THE HIP USING HIP PROSTHESES* 


By Harry Winkter, M.D. 
Charlotte, North Carolina 


After a good many years experience in hip 
pathology and hip surgery, during which we 
have seen many changes in the treatment of 
fractures of the hip and an ever closer ap- 
proach to the solution of the unsolved fracture 
of Kellogg Speed, as well as a different ap- 
proach to the many problems involved in the 
painful hip, there has come into the field the 
use of inert material as a substitute for the 
cartilage of the head and joint, or for the 
head itself. 

We have seen and used the tried methods 
of traction, rest, surgical arthrodesis, os- 
teotomy, bone grafting, nailing, denervation, 
Smith-Petersen cup arthroplasty, and hydro- 
cortone for the treatment of the painful hip 
from whatever cause. There has been no 
universally successful method, nor has any one 
method been able to solve all of the problems 
presented. We are not suggesting that a 
prosthesis is the answer to many of the prob- 
lems in the disorganized and painful hip. 
Time alone will prove whether or not it is a 
useful procedure. 


We have approached the problem, and are 
reporting the results of our experience in op- 
erating upon 76 hips in 71 patients, since De- 
cember, 1950. Forty-two of the patients were 
females and 29 males. Our oldest patient was 
an 85-year-old woman and the youngest a 15- 
year-old boy. Our longest follow-up is 37 
months and the shortest is 2 months. A 
Judet type of acrylic prosthesis was used in 39 
hips, a stainless steel prosthesis with a Smith- 
Petersen stem was used in 24 hips, an Eicher 
intramedullary type in 7, and a metallic Judet 
type in 3. The Smith-Petersen anterolateral 
approach was used in 71 cases, the Heuter 
type of approach in 4 and the Watson-Jones 
in one. 


A great diversity of hip diseases has been 
presented as shown in Table /. 

There were many complicating and aggra- 
vating factors in these patients, which made 
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the accomplishment of the best result in some 
instances difficult or almost impossible. There 
were 3 cases of bilateral knee fusion in chronic 
generalized rheumatoid arthritis; there were 
5 cases of bilateral fusion of the hips; flexion 
contracture of the knee was present in 5 cases; 
instability of the knee in 2 cases; while medi- 
cal conditions such as hypertension, diabetes, 
psychosis and cardiac insufficiency were pres- 
ent in 8 cases, and, as noted above, malig- 
nancy occurred once. 

Complications which developed during or 
after surgery included: 


(1) An old infantile paralysis patient who 
had sustained a fracture of his hip and had 
been treated elsewhere by the use of a stud 
bolt, went on to non-union. An arthroplasty 
was performed and the leg was fitted with a 
heavy leg brace to maintain stability. The 
patient noted following his operation, click- 
ing of the prosthesis in the hip joint, and it 


CONDITION No. of Hips 


Fresh intracapsular fracture of the hip where it 
was felt that the head would not survive; frac- 
tures of the hip where the nail had cut out 
through the head due to osteoporosis; and 
fractures of the hip where the fracture was 
unrecognized 

Old fractures of the hip with non-union 

Old fractures of the hip with aseptic necrosis 

Fresh, unreduced dislocation of the hip 


Old, reduced dislocation with aseptic necrosis 


Old dislocation where osteotomy of the hip had 
been performed 


Fracture-dislocation of the hip with blade plate 
in the acetabulum and the head out, the dis- 
location being unrecognized 1 


Dislocation of the hip following Smith-Petersen 
cup arthroplasty (Figs. 1 and 2) 1 


Congenital dislocation 
Hypertrophic osteoarthritis 18 


Traumatic arthritis (1 old gunshot wound of 
the hip) 


Rheumatoid arthritis of the hip 
Old septic arthritis of the hip 


— 08 


Old rheumatoid arthritis of the hip with fracture 


Marie-Strumpell arthritis with ankylosis of the 
hip 


Old pelvic protrusion following acetabular frac- 
ture with traumatic arthitis 


Old coxa plana 
Old adolescent coxa vara 


= 


Old slipped upper femoral epiphysis 


Old dysplasia of the hip with chronic hyper- 
trophic arthritic changes 1 


Arthritis of the hip which proved to be sarcoma 1 


TABLE | 
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was observed that the prosthesis could be 
pulled down about a half an inch in the hip 
joint without dislocating. This did not seem 
to be a very disturbing feature to the patient. 
We have attempted to solve it by making an 
extremely light brace for him, but he still has 
some looseness about the hip joint. 


(2) Three cases have occurred in which 
splitting of the neck happened either while 
boring the neck or while inserting the stem of 
the prosthesis into the opening. No lasting 
complication has resulted, however, since in 
every instance we were able to cap the 
cracked neck with the prosthesis and weight 
bearing was delayed until solid union was 
accomplished. 


Fic. 1 


X-ray of dislocation of the hip following attempted Smith- 
— type cup arthroplasty, eight weeks following dis- 
ocation. 


Fic. 2 


X-ray of hip shown in Figure 1 following reduction of dis- 
location and insertion of Judet type acrylic prosthesis. 


— # 
— 
4 
4 
| 
— 
. 
% 
— 
oF 
»® 


(3) Wound infection occurred in 4 cases. 
Three subsided promptly with antibiotic 
therapy. The fourth case, which was an old 
septic hip of some 20 years duration orig- 
inally, developed a cellulitis 4 months post- 
operatively and the hip returned to its anky- 
losed state following cessation of the drain- 
age (Fig. 3). 

(4) Dislocation occurred in 4 cases. We 
did not at first appreciate that the short neck 
favored dislocation. One of the patients re- 
fused further operative, or manipulative 
therapy, and gets about fairly well with a 
crutch. Two of the remainder were manipu- 
lated into reduction and have not recurred. 
One of these was a case with an Eicher 
prosthesis. This patient was manipulated 
into reduction, held with a plaster-of-Paris hip 
spica for 6 weeks, and then permitted to be- 
come ambulatory. The fourth one reported 
some 8 weeks after operation; it was impos- 
sible by manipulative therapy to reduce it, 
and it required an open reduction and deep- 
ening of the acetabulum. All 3 of the re- 
duced cases have maintained the reduction 
satisfactorily and are walking on the involved 
limb. No dislocation has occurred in the last 
56 hips. 


(5) Excess bone production has occurred 
about the side of the ilium in the soft tissues 
adjacent to the prosthesis in 5 cases. It has 
not seemed materially to interfere with func- 
tion except in a patient who has moderately 
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X-rav of old ankvlosed septic hip of 20 vears duration, 
which had Judet type of acrylic prosthesis, became infected 
four months postoperatively, and returned to ankylosed 
state. 
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restricted motion. Another patient has mini- 
mal pain. 

(6) A severely involved rheumatoid §ar- 
thritic, sustained a supracondylar fracture of 
the femur after his return to bed. This pa- 
tient’s bones were extremely atrophic. The 
fracture healed promptly with routine care. 


(7) None of our prostheses has broken. In 
3 instances the edge of the acrylic head chip- 
ped or broke off at the time of insertion of 
the prosthesis, which required us to use a new 
one, but once inserted no prosthesis has 
broken nor have we had any complications as 
a result of the material or strength of the 
appliance. 


(8) Thrombophlebitis probably occurs 
more frequently than we have noted it. We 
have a record of only 2 cases, which have sub- 
sided under routine care. A case developed 
a foot-drop, which recovered in 3 months; 
toxic psychosis developed in a case; and a 
hemiplegia developed 3 weeks postoperatively 
in another case. 


(9) One mortality occurred in the total 
number of cases. It so happened that the de- 
structive hip lesion was proved to be an early 
sarcoma and this patient developed a_ pul- 
monary embolus 10 days postoperatively. 


(10) In an Eicher type prosthesis the ream- 
er apparently went through the side of the 
femur and the prosthesis emerges from the 
side through this opening. This apparently 
has not resulted in any serious complication, 
as the patient walks without serious difficulty 
and callus has developed, supporting the 
prosthesis. 


(11) In a patient with a Judet type of 
prosthesis the tip came out the side of the 
trochanter. However, she is walking on the 
hip and apparently in no discomfort. 


(12) We have noted also in our attempt to 
conserve length that we sometimes get too 
tight a fit. In one case we had extreme diffi- 
culty after applying the prosthesis in reducing 
the hip, but apparently this is working out 
very well. 

(13) We have recently removed the first 
of the acrylic prostheses which we had intro- 
duced into one of the cases where an aseptic 
necrosis of the hip had occurred following 
fracture-dislocation of the hip joint. This 
patient was one of those who complained of 
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pain and who had a moderate amount of 
bony production about the side of the ilium. 
Routine check-up showed that following ap- 
proximately two years of a Judet acrylic pros- 
thesis the medial surface of the neck frac- 
tured (Fig. 4). We approached this hip in the 
usual manner and removed the old prosthesis. 
The head was perfectly normal, without any 
change. Some of the flutings along the side 
of the prosthesis had cracked off, where the 
stem had apparently been subject to some 
wobble in the neck. This was the only change 
noted in this prosthesis made of methyl acry- 
late. An Eicher prosthesis was substituted in 
its place. 
TECHNIC 


We have used an anterior type of approach 
(Smith-Petersen) in the large majority of our 
operations. The dissection is carried down 
along the crest of the ilium and along the 
ridge from the anterior-superior spine to the 
inferior-superior spine, and along over the 
acetabulum between the iliopsoas and the 
rectus, until the capsule is exposed. We at- 
tempt to keep all dissection subperiosteal and 
move the entire tissue in one mass rather than 
attempting separate muscle dissection, after 
finding our initial approach along the sar- 
torius, according to the Smith-Petersen tech- 
nic. 

The capsule in most cases has been resected 
widely over the anterior aspect. We prefer to 
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X-ray of old fracture dislocation which developed aseptic 
necrosis had Judet type acrylic prosthesis which fractured 
after being in place two years. Since this x-ray Eicher type 
prosthesis had been introduced. 
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dislocate the head, if possible, rather than 
cut it off in the acetabulum so that we will 
have ample neck, using as much of the head 
as is necessary to maintain length. 


We use either a sandbag under the hips or 
a surgical table that will break, to give us 
hyperextension of the limb. This will deliver 
the neck into the wound and facilitate the ap- 
plication of the prosthesis. If a good acetabu- 
lum is present we do very little to it except 
fit the prosthesis in before using it, so that a 
good snug fit is obtained. Extreme care is 
exercised to obtain a suitable hole in the neck 
of the femur for the prosthesis, so that it fol- 
lows the conformity of the neck. The pros- 
thesis should take the place of the old normal 
head as nearly as practicable. Our greatest 
difficulty in obtaining normal relations has 
been in the old slipped upper femoral epi- 
physes cases, where usually marked deformity 
has been present and where external rotation 
is difficult to correct. 


Cystic areas in the neck and head in the 
old hypertrophic arthritics have been encoun- 
tered. We have in some instances switched 
from a contemplated acrylic, or stainless steel 
head, to an Eicher type, filling in the cystic 
area with bone chips. This has proved very 
satisfactory in every instance. In the case with 
no neck, or one in which the Judet type 
prosthesis would readily dislocate, we switch 
promptly to the Eicher type with medullary 
fixation. We sacrifice the sensory branch of 
the femoral nerve if it interferes with our 
operation. 

Postoperatively we immobilize the leg and 
foot in a plaster-of-Paris boot with a crossbar 
at the ankle, holding the foot in internal ro- 
tation, until wound healing has occurred, us- 
ually in about 10 to 14 days. 

Adductor tenotomy has been performed in 
a number of these problems, particularly 
where difficulty has been experienced in mo- 
bilizing the head. In congenitally dislocated 
hips it is almost imperative to do adductor 
tenotomies, and of course in those cases with 
the short neck, where the prosthesis would 
have a tendency to dislocate, adductor tenot- 
omy favors retention of the head in the acetab- 
ulum. It has been done in 6 of our operated 
hips. 

During surgery one to two pints of blood 
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are used. The cautery facilitates the control 
of hemorrhage and minimizes blood loss. 
Postoperatively the patient is encouraged to 
move the limb as soon as possible in bed and 
is up in a walker in from 3 to 4 weeks, and 
gradually promoted to crutches and cane. 

In contrast to the rigid physiotherapy pro- 
gram followed with the Smith-Petersen cup 
arthroplasty, very little physiotherapy has 
been necessary and patients rapidly gain con- 
trol of their limbs. 


RESULTS 


Just how to evaluate the end results pre- 
sents a difficult problem, considering the type 
of patient that is often presented. Who shall 
say whether a good result has been obtained 
if you enable a patient, completely ankylosed 
and on his back, to sit up in a chair or in 
a bed, by giving him a movable hip without 
pain? It is true that he probably cannot walk, 
but he certainly has had great improvement 
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X-ray of firmly seated Eicher type prosthesis which has been 
in place 22 months. Patient 59 years of age, walks without 
cane or crutch. 
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Excellent 12 
Good 37 
Fair 14 (1 died, cardiac) 
Poor 4 
Death case 1 


Sufficient time has not 
elapsed to evaluate 
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from his experience. Almost all of the pa- 
tients who are ambulatory walk with a limp 
and have a Trendelenburg gait. Using our 
best judgment and considering as many fac- 
tors as possible, we classified the group, using 
pain, gait, and useful motion as the principle 
factors (Table 2). Medical problems, such as 
hemiplegia, diabetes, and a mental case pre- 
vent evaluation in 3. 


SUMMARY 


Our experience with arthroplasty in 76 hips 
in 71 patients is reported. The special prob- 
lems that have arisen and complications are 
discussed. A review and classification of the 
results is attempted. With further refinements 
and improvements in technic, better results 
may be expected. 


At the recent meeting (1953) of the Ameri- 
can Orthopaedic Association considerable dis- 
cussion arose as to the indications for the in- 
sertion of the prosthesis in any hip. Certainly 
a great deal of stress was used and emphasized 
by some of the older members on the im- 
portance of doing various types of osteotomies 
to preserve the old head. These procedures 
are certainly quite satisfactory in the patient 
who has time, and is in good physical condi- 
tion, but certainly an artificial head is a short 
road to the problem of the painful hip, and 
we feel, after our experience with osteotomies, 
that the prosthesis with arthroplasty is a great 
help and a saver of time and money to the 
poor victim suffering from non-union of his 
hip fracture or painful hip from any cause. 


Some question also arises as to the type of 
prosthesis to be employed. We must confess 
that we have switched from the acrylic type 
prosthesis to the stainless steel types, not be- 
cause of our own experience but because of 
the unfavorable reports that are coming into 
the literature from many sources, as to the 
failure of the acrylic head to stand up under 
the wear and tear required of it. 


We still feel that the rheumatoid arthritic 
hip probably presents the greatest problem in 
rehabilitation, and still requires special solu- 
tion both in medicine and surgery. Unless 
some arrest of the active arthritis is present, 
hip surgery using some type of prosthesis 
must surely fail. 
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THE SURGICAL TREATMENT OF 
AORTIC STENOSIS* 


By K. Swann, M.D. 
Jacos T. Brapsuer, JR., M.D. 
and 
Jorce Ropricuez-Arroyo, M.D. 
Knoxville, Tennessee 


The blind surgical approach to the aortic 
valve by way of the left ventricle has been 
associated with a high morbidity and mor- 
tality. This operative method has the disad- 
vantage that it does not allow for any evalua- 
tion of the pathology before instrumentation, 
nor does it allow any assessment of what has 
been accomplished by the operation. The 
wound in the left ventricle has been asso- 
ciated with a considerable incidence of ven- 
tricular fibrillation and in addition this 
wound has on occasions been found difficult 
or impossible to close. 

Dissatisfaction with the transventricular op- 
eration led the authors to undertake animal 
experiments to develop a more satisfactory 
approach to the aortic valve by use of an op- 
erative tunnel, or sleeve, sutured to the wall 
of the aorta. This sleeve is then used to ap- 
proach the aortic valve in a manner similar 
to the now standard method of approaching 
the mitral valve by way of the left auricular 
appendage. 


Operative sleeves of Latex rubber have been 
used by Glenn! in the experimental animal to 
approach other areas of the heart. Bailey? has 
suggested the use of a plastic sleeve. The lat- 
ter author? has also used a sleeve constructed 
from the pericardium to approach the aortic 
valve from above. The procedure of using 
pericardium appears to require more time 
than the use of a previously constructed sleeve, 
is technically more difficult to handle, and 
leakage is more of a problem. 


In our early experiments with animals, op- 
erative sleeves of rubber were employed. When 
these were used in high pressure areas, such 
as the aorta, there was a considerable leakage 
of blood about the suture line. Later we de- 
veloped an operative sleeve of cotton fabric 
lined with plastic sheeting. 


These operative tunnels (Fig. 1) can be pre- 
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pared by any seamstress to the specifications 
of the surgeon. For the inner plastic lining 
we have used a vinyl plastic sheeting.* 

This material provides a smooth waterproof 
inner lining to the sleeve which allows for 
easy operative maneuver. The external layer 
of cotton cloth reinforces and strengthens the 
plastic, preventing distortion and stretching 
and lends itself to hemostasis at the suture 
line. Both substances are easily sutured with 
ordinary surgical needles. The device is steril- 
ized by boiling. 

Our experiences with the application of 
these operative sleeves in the experimental 
animal and their application to approaching 
other areas of the heart have been described 
in a previous communication.* 


OPERATIVE TECHNIC 


A longitudinal sternal splitting incision has 
been settled upon as the best for our purpose 
(Fig. 2). This incision can be made rapidly 
with extremely small blood loss. We employ 
a circular electric saw to divide the anterior 
table of the sternum and complete its division 
by means of a small goose-neck rib shears. If 
the sternum is spread rather slowly and gently, 
it is not a shocking procedure. This incision 
allows adequate exposure of the aorta. It is 
exceeded in exposure only by one which in- 
volves transverse division of the sternum with 
wide opening of both pleural spaces. The lat- 
ter incision involves more blood loss in its 
making and has on occasions been followed 
by an unstable chest wall. 

The pericardium is opened over the root of 
the aorta. The constant fat pad which lies on 
the anterior surface of the aorta is removed to 


*Monsanto, white ultron. 
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Tunnels affording a single or double channel of access may 
used. 
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allow better access to the vessel wall. Usually 
it is necessary, for better exposure of the 
aorta, to retract the left auricular appendage. 
This has been accomplished by placing a silk 
suture through the tip of the appendage by 
means of which traction is applied. The ad- 
ventitia of the aorta is grasped with an instru- 
ment and in order to secure an adequate lip 
of aorta for opening and suturing, the aorta 
is pulled forward with the  Pratt-Smith 
hemostatic forceps and at the same time it is 
pushed forward by one finger of the operator 
passed posteriorly into the sulcus transversus 
of Theile. The jaws of the clamp are closed 
to isolate an adequate lip of aorta. 


Facilities for continuous  electrocardiog- 
raphy are available throughout the proce- 
dure and it is important at this stage of the 
operation that the electrocardiogram be 
checked for abnormalities. It is possible to 
place a clamp on the base of the aorta in 
such a fashion that blood is deflected from 
the coronary inflow tract and one may be 
warned of this hazard in that the electro- 
cardiogram may show immediately some de- 
pression of the S-T segments. In such a sit- 
uation a reapplication of the clamp is neces- 
sary. 
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The incision and the maneuver of isolating a lip of aorta 
are illustrated. 
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The aorta is opened longitudinally for a 
distance of some 3 cm. (Fig. 3). Several plastic 
tunnels of varying sizes should be available. 
A suitable one is selected and sutured to the 
aortic opening by many interrupted sutures 
of O silk on an atraumatic needle. The prin- 
ciple of the purse string is applied here on 
the distal extremity of the operative tunnel, 
much as it is used in the operation for mitral 
stenosis. 

The ungloved index finger of the operator 
is inserted into the operative tunnel and as 
the clamp on the aorta is opened the purse 
string is snugged about the finger. There 
should be no blood loss at this point. The 
finger is introduced down and into the aorta. 
The aortic valve is explored. 

In the case of a very tight aortic stenosis the 
openings of the coronary arteries may be 
larger than the aortic opening. The jet of 
blood which is palpable in systole allows im- 
mediate identification of the aortic opening, 
even though it may be extremely eccentrically 
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Placement of operative tunnel. 
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located. It will frequently be possible to open 
one or more of the aortic commissures by 
means of finger fracture alone. When this is 
not possible we prefer to open the commis- 
sure with a guillotine knife. This seems more 
surgically acceptable than the use of a di- 
lating instrument. 

After the commissural incision is made 
some additional mobilization of the cusps and 
commissures may be obtained by means of 
digital maneuver. 

As the operative finger is withdrawn from 
the aorta the incised portion of the aorta is 
elevated by means of tension on the operative 
tunnel and the clamp is again closed (Fig. 4). 
The artificial device is detached from the 
aorta by dividing the sutures with fine point- 
ed scissors and the aortic incision is closed 
with a continuous suture of No. 0000 silk on 
an atraumatic needle (Fig. 4). The clamp is 
removed and any leakage through the suture 
line is reinforced by means of additional in- 
terrupted mattress sutures. The closure is then 
reinforced by suturing a patch of pericardium 
over the previously incised area in the aorta. 
The right pleural space is then opened and 
intercostal tube drainage is instituted. Peni- 
cillin and streptomycin are introduced into 
the operative site. Firm and rigid fixation of 
the sternum is obtained by interrupted su- 
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Operative maneuver and aortic closure. 
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tures of wire through drill holes. If fixation 
is rigid, postoperative pain is minimal. 

The authors have had the opportunity to 
apply this method in.five poor-risk human 
patients, the first of which was done in June, 
1953. All patients operated upon had a fail- 
ing heart, angina, and symptoms of cerebral 
ischemia. Two of the early cases resulted in 
failure, the first of these (A.J., aged 39 years, 
Hosp. No. 53-6752) was the result of using an 
inadequate operative sleeve made from rub- 
ber which could not be sutured to the aorta 
without extensive blood loss. The second fail- 
ure (C.E.C., aged 26 years, Hosp. No. 54-4152) 
was due to inappropriate application of a 
clamp to the aorta, producing interference 
with coronary fill, depression of the S-T seg- 
ments and ventricular fibrillation. 


Since appreciation and correction of these 
errors, three patients have subsequently been 
operated upon successfully. In these patients 
the operative course was uneventful and blood 
loss in all cases was insignificant. In two 
patients (G.B., aged 48 years, Hosp. No. 2373) 
and (B.L., aged 54, Hosp. No. 54-2035) 
a tight stenosis was converted to what we 
deemed an adequate opening by finger frac- 
ture alone. In another patient (W.E.N., aged 
33 years, Hosp. No. 54-2980) it was neces- 
sary to divide one of the commissures with a 
guillotine knife. 


SUMMARY AND CONCLUSIONS 


An operative technic for the surgical treat- 
ment of aortic stenosis has been developed 
which utilizes a transaortic approach through 
an artificial operative tunnel previously su- 
tured to the aorta. 

Early experiences with the method in five 
human patients are reported. 

Further trial of the procedure is believed 
justified inasmuch as this is the only method 
presently available that allows for evaluation 
of the exact status of the diseased valve and 
for assessment of what is accomplished by 
surgery. 
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ISOLATED INTERVENTRICULAR 
SEPTAL DEFECT SIMULATING 
MITRAL STENOSIS* 

CASE REPORT 
By Locan Jones, M.D. 
and 
RayMoONbD M. WHEELER, M.D. 


Charlotte, North Carolina 

Surgical relief of acquired stenosis of the 
mitral valve has significantly altered major 
disturbances in hemodynamics in many with 
rheumatic heart disease.'-* Such operative in- 
tervention has been advocated tor patients 
with major disability from, or clear-cut signs 
and symptoms of, increasing pulmonary hy- 
pertension secondary to mitral valve dysfunc- 
tion.’ * Definite criteria for operative inter- 
vention based on cardiac catheterization 
studies have been described.’ A recent ex- 
perience has clearly emphasized to us that 
preoperative cardiac catheterization for the 
purpose of diagnostic confirmation is also 
mandatory on occasion. Certain aspects of 
congenital lesion present in this case in a 
form that was obviously occult to us, since 
our preoperative diagnosis was rheumatic 
heart disease, will receive re-emphasis in this 
presentation. 


CASE HISTORY 


Mrs. B. L. S., age 32, white (CMH _ 117807). This 
patient’s mother recalls “severe influenza” during the 
second trimester of her pregnancy. Transient cyanosis 
of the patient at birth was related to the mother by 
birth attendants. Infancy was not characterized by 
pulmonary infections, cyanosis, or major develop- 
mental abnormality although the patient was always 
small of stature and gracile in habitus. In childhood 
she experienced rather frequent sore throats, often 
accompanied by fever and arthralgia, incapacitating 
enough to dictate bed rest for short periods. No 
diagnosis of chorea or rheumatic fever was made 
known to her family, although the presence of a 
heart murmur was intermittently mentioned through- 
out childhood by physicians in attendance. At the age 
of 27, in the third month of her only pregnancy, 
therapeutic abortion was performed on this woman 
because of “heart disease.” Progressive swallowing dif- 
ficulty and hoarseness, accompanied by breathlessness, 
palpitation, minimal weight loss, moderate depression 
and “nervousness” prompted initial observation by us 
in August, 1951. A history of a recent but thera- 
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peutically unrewarding trial on Lugol's solution by 
another physician did not suggest disordered thyroid 
gland function. No recent or remote hemoptyses were 
recalled. 


Physically small of stature, delicate and childish of 
feature, this lady was obviously depressed and wasted 
by chronic disease. She weighed 69 pounds and was 
59 inches tall. Her voice was hoarse. Swallowing even 
semi-solids was time consuming and attended by ob- 
vious effort. Orthopnea, cough, clubbing of digits, 
fever, and cyanosis were not detected. A respiratory 
rate of 20, pulse of 104 per minute, and blood pressure 
of 90/60 in both arms were recorded. Indirect laryn- 
goscopy showed an abductor muscle weakness of the 
left cord. No goiter or abnormal vascular signs in 
the neck, hepatic pulsation or enlargement, or edema 
were noted. The optic vessels appeared normal as did 
the arterial circulation in all four extremities. The 
thoracic cage was symmetrical and the lung fields 
were free of adventitious sounds. Major interest at- 
tended the cardiac examination. The palpating hand 
readily appreciated a forceful cardiac thrust in systole, 
preceded by a presystolic thrill at the apex. Percussion 
localized left border dullness extending to the anterior 
axillary line in fifth left interspace. Grade II, harsh, 
blowing, systolic murmurs were heard at the base and 
apex, transmitted from these respective loci into the 
neck and laterally towards the left lung base. Nowhere 
over the precordium did these murmurs assume a 
meso-systolic maximum.6 At the apex and medial 
to it a grade IV, presystolic, low-pitched, rough mur- 
mur, ending in a loud, snapping, first sound was 
made out by many observers and confirmed by phono- 
cardiography (Fig. 1). A third heart sound or an 
“opening snap” was heard by some in the same area, 
but this was not noted in the phonocardiogram (q.v.). 
P2 was accentuated and relatively “pure.” The elec- 
trocardiogram revealed a sinus tachycardia of 100 per 
minute, electrical axis of plus 95 degrees, PR interval 
of 0.20 seconds, deformed P waves in the bipolar leads 
and a distorted R/S ratio with delayed right ventric- 
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Phonocardiogram of Mrs. B. L.S. Note the presystolic vibra 
tions prominently shown in the apical stethoscopic record, 
as well as a svstolic murmur of lesser intensity both at the 
apex and in the third left interspace. 
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ular activation in the unipolar chest leads (Fig. 2). 
These findings were interpreted as auricular disease, 
first degree heart block, and right ventricular hyper- 
trophy. 

Fluoroscopy and 2 position radiographs showed en- 
largement of the left auricle and both ventricles, and 
prominence of the pulmonary artery segment with 
“hilar dance” of pulmonary vascular roots. Mitral 
valve calcification was described. The barium filled 
esophagus was deviated to the right and_ posteriorly 
in its mid portion. The left main stem bronchus was 
not displaced. The ribs appeared normal (Fig. 3). 

Circulation time was 22 seconds (arm to tongue) 
and vital capacity 1.2L. (54 per cent of normal). 
Hemogram, urinalysis, blood serology, and sedimenta- 
tion rate were not abnormal. 

Because of refractoriness to a strict hospital regimen, 
relief of apparent mitral stenosis, albeit accompanied 
by mitral regurgitation, was considered. At this time 
Eisenmenger’s and Lutembacher’s syndromes, or a 
“high” intraventricular septal defect were held to be 
unlikely. Palpation at the base of the surgically ex- 
posed heart (Drs. T. J. E. O'Neill and Paul W. 
Sanger) disclosed a systolic thrill, inferior to the region 
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Electrocardiogram of Mrs. B. L. S. For interpretation sce text. 
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Postero-anterior and left lateral views of the chest, Mrs. 
B.L.S. Note prominence of the pulmonary artery, the 
vascular markings of the lungs, and enlargement of both 
ventricles. 
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of the aortico-pulmonary septum, and left auricular, 
right ventricular, and pulmonary artery enlargements 
were apparent. The tip of the surgeon's exploring 
finger introduced into the mitral valve area disclosed 
only slight regurgitation without any stenosis. On the 
third postoperative day the patient developed rapid 
auricular fibrillation and profound shock, followed 
by sudden death from cardiac arrest during the in- 
travenous administration of quinidine. (The gravity 
of the patient’s condition had, in our opinion, dictated 
that the intravenous route be employed). 


At autopsy three hours post mortem (Dr. Paul Kim- 
melstiel) major findings were limited to the heart 
(Fig. 4). The organ weighed 380 grams, showed marked 
dilatation of the left, and lesser dilatation of the right 
atrium, obvious left and right ventricular hyper- 
trophy, and pulmonary artery dilatation. Foci of 
atherosclerosis up to 1 cm. in diameter presented at 
the pulmonary artery root. Healed rheumatic endo- 
carditis of the mitral and tricuspid valves and a 
2.5 x 2 cm. interventricular septal defect 1.8 cm. below 
the aortic valve were noted on opening the heart. 
The septal defect lay within the left ventricular out- 
flow tract without ancient or acute vegetations at its 
circumference. The mitral and _ tricuspid leaflets 
showed thickened free margins and their supporting 
chordae tendineae some thickening, fusion and con- 
tracture. Based on assiduous scrutiny as cardiac dis- 
section proceeded neither valve presented evidence of 
major disturbance in functional ante mortem in- 
tegrity. It appeared unlikely that digital exploration 
of the mitral valve area at operation had altered its 
anatomical structure or physiologic function. Impor- 
tant measurements included: (1) ventricular wall 
thickness, left 16 mm., right 11 mm., (2) aorta 4 cm. 
in circumference, pulmonary artery 8 cm. in circum- 
ference, (3) valve circumferences, aortic 4 cm., pul- 
monic 7 cm., mitral 8 cm., tricuspid 8.5 cm. Incision 
into the mitral ring revealed significant calcium 
deposition. The origins, structure and distribution of 
the coronary arteries were normal. Microscopic exam- 
ination of the myocardium disclosed no active rheu- 
matic granulomatosis, but there interstitial 
fibrosis about vessels with occasional concentric lam- 
ination of fibroblasts in these areas. Final anatomical 
impression was recorded as: (1) high interventricular 
septal defect, with marked hypertrophy of the right 
ventricle and pronounced dilatation of the pulmonary 
artery; and (2) healed rheumatic endocarditis of the 
mitral and tricuspid valves, with marked dilatation of 
the left atrium. 


DISCUSSION 


That the major hemodynamic disturbances 
in this woman’s circulation were related to a 
large intracardiac shunt rather than mitral 
valvular dysfunction appears indubitable. 
Failure to appreciate the existence of a large 
left to right shunt led to exploratory car- 
diotomy without preoperative right heart 
catheterization. It seems pertinent to empha- 
size the clinicopathologic features encoun- 
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tered in the syndrome of large interventricular 
septal defects, first, because the lesion may 
present in a somewhat occult form judging 
from this case; secondly, because interventric- 
ular communications were earlier described 
as rather benign lesions,‘ > thirdly, since in- 
terauricular rather than interventricular sep- 
tal defects were held to predispose to rheu- 
matic endocarditis of the mitral valve (that 
is, Lutembacher’s syndrome*), and lastly, 
since operative repair of interventricular com- 
munications is now being carried out in 
human subjects.'” 

Consideration of this patient's history and 
clinical picture preoperatively leads us to be- 
lieve certain aspects were allotted insufficient 
diagnostic importance. Maternal “influenza” 
during the second trimester can probably be 
disregarded in view of the established obser- 
vation that the septum membfanaceum ob- 
literates the fetal interventricular foramen 
during the eighth intra-uterine week.!! Tran- 
sient cyanosis at birth may have been a sig- 
nificant observation indicating a right to left 
shunt of important magnitude. Skillfully ex- 
ecuted, exquisitely timed angiocardiographic 
studies carried out at birth'? have indicated 
that right to left shunting occurs in the earls 
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days of life through normal foramina ovales 
and interauricular septal defects. By analogy, 
intracardiac pressures might allow similar 
shunting between communicating ventricles 
due to the postnatal persistence of neonatal 
cardiodynamics. 

The gracile habitus of patients with large 
left to right shunts through an interatrial 
communication or a large patent ductus 
has been emphasized.S It seems reason- 
able to assume that a large shunt operated 
to produce a similar modification of de- 
velopment in this woman. The wide pul- 
satile expansion of the pulmonary arteries, 
commonly referred to as “hilar dance,” has 
been considered a radiographic sign of pul- 
monic insufficiency occurring with acquired 
valve lesions, pulmonary artery dilatation, or 
associated with a congenitally bicuspid pul- 
monic valve.'* Such a fluoroscopic observa- 
tion, to be differentiated from pulsations 
transmitted to the hilar region from a large 
left atrium,’ has been noted with isolated 
mitral stenosis confirmed at autopsy.'® The 
literature indicates the more usual occurrence 
of “hilar dance” in pulmonary arteriovenous 
fistulae, heart block, patent ductus arteriosus, 
interatrial and interventricular septal de- 
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(a) View of the left cardiac chambers, Mrs. B.L.S. Note the capacious left 
edges of the mitral valve, and the puckering at the base of 


atrium, the slight 
appendage referable 


thickening of the free 


the auricular to recent cardiotomy. 


(b) View of the right heart. Note the dilated pulmonary artery, the thickened edges of the tricuspid valve and the Jarge 


interventricular septal defect just below the valve. 
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fects, and Eisenmenger’s complex.s It 
might be incidentally argued that pulmonic 
incompetence is not invariable with “hilar 
dance” since no basal diastolic murmur was 
heard or visualized on the phonocardiogram 
(q.v.) in this patient, and since other reports 
with catheterization data indicate that com- 
petence of the pulmonic valve and “hilar 
dance” may coexist.'5!® Left auricular en- 
largement sufficient to cause partial esopha- 
geal obstruction and left recurrent laryngeal 
nerve palsy was mistakenly attributed to 
mitral disease in this case. The phonocardio- 
graphic demonstration of an apical presystolic 
murmur lent further support to this clinical 
impression. In several published cases mid- 
diastolic apical murmurs have been described 
in association with large interventricular sep- 
tal defects.1* Such an acoustic phenomenon 
in this woman seemingly indicated a “rela- 
tive mitral stenosis” in the presence of a 
dilated left auricle since autopsy observations 
disclosed no mitral stenosis (v.s.) and no 
hypertrophy of the auricular muscle. 
Admirable papers'*-*> have presented care- 
fully collected data indicating that intracard- 
iac shunts of large magnitude may occur in 
interventricular septal defects. In such cases 
these defects are not functionally silent but 
result in hemodynamic alterations quite sim- 
ilar to those seen with an interauricular sep- 
tal defect or a large patent ductus arteriosus. 
Pulmonary artery dilatation and right ven- 
tricular hypertrophy seem to vary directly 
with the size of the interventricular defect, 
regardless of its locus in the interventricular 
septum. In this connection impressive evi- 
dence is presented by Selzer** to show that 
the rarer “low” defect, located in the muscu- 
lar portion of the septum, is no more benign 
than a “high” communication just beneath 
the aortic valve in the membranous portion 
of the septum. That the close correlation be- 
tween pulmonary artery size and defect diam- 
eter is related to shunt volume rather than 
mean pulmonary arterial pressure, follows 
from catheterization observations in some pa- 
tients with large pulmonary arteries, large cal- 
culated pulmonary blood flows, but normal 
pulmonary artery pressures.*° Similarly, pul- 
monary atherosclerosis, such as observed in 
the case reported here, and pulmonary arteri- 
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osclerosis correlate more closely with the mag- 
nitude of pulmonary arterial flow than with 
mean pulmonary arterial pressure.** It is dif- 
ficult to accept such conclusions without 
reservation, however. 

Several observers,” after studying young in- 
fants with intracardiac shunts of short dura- 
tion, attempt to explain the absence of pulmo- 
nary hypertension in some cases with large 
atherosclerotic pulmonary arteries on the basis 
of congenital dilatation of the pulmonary ar- 
terial tree and attendant compensation of lung 
vasculature for increased blood flows. The re- 
construction of the aortic orifice in its rela- 
tionship to a large interventricular septal de- 
fect may be inexact after death. It has been 
posited?* that arterial oxygen unsaturation, as 
manifest clinically by cyanosis, should be in- 
terpreted as indicating aortic over-riding of 
the defect (Eisenmenger’s complex). On the 
other hand, Bing?® has concluded, after review- 
ing evidence in a small but well studied group 
of patients with intracardiac shunts, that the 
occurrence of predominantly right to left 
shunting, with clinical cyanosis frequently ap- 
parent, is not rare in uncomplicated interven- 
tricular defects. He indicates that arterioscler- 
osis of smaller pulmonary vessels may account 
for the increased calculated pulmonary vascu- 
lar resistance observed in such instances, this 
latter hemodynamic change explaining right 
to left shunting as values in the pulmonary 
tree approach systemic magnitude. Left auric- 
ular dilatation is mentioned infrequently in 
association with large interventricular defects 
but does occur without mitral disease.'® 25 
Increased venous return from the lungs into 
the left atrium has been suggested'® as the 
cause of enlargement of this chamber in this 
situation. 


A synthesis of various authors’ cases and 
conclusions would indicate that a large iso- 
lated ventricular septal defect, either “high” 
or “low,” produces the clinical picture of an 
acyanotic, or, less often, a cyanotic patient 
with right ventricular hypertrophy and pul- 
monary artery dilatation, accompanied by a 
harsh, holo- or mesosystolic murmur along 
the left sternal border. Basal or apical dias- 
tolic murmurs may be detected, the former a 
blowing type, the latter rumbling, and usual- 
ly in the mid diastolic phase. “Hilar dance” 
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is olten visible on the tluoroscopic screen. En- 
largement of the left sided cardiac chambers 
would seem uncommon especially in young 
subjects. The electrocardiographic pattern ol 
right ventricular hypertrophy with or with- 
out conduction defects is the rule. No striking 
incidence can be assumed in this syn- 
drome. Clinically, then, one is confronted 
with a differential diagnosis involving patent 
ductus arteriosus, interauricular septal defect, 
Eisenmenger’s complex, idiopathic dilatation 
of the pulmonary artery, and pulmonic or 
mitral stenosis. It should be apparent that 
such a diagnostic dilemma can, at times, be 
resolved only by cardiac catheterization or 
angiocardiography. Due to shunt size, these 
patients probably come under medical obser- 
vation early in life because of obvious cardiac 
abnormalities. In prior times their prognosis 
approximated that of patients with large, un- 
treated interauricular defects or an uncom- 
plicated patent ductus. It is certain that this 
poor outlook has been improved with recent 
advances in surgical technic. The use of total 
body hypothermia and mechanical devices for 
maintaining extracoporeal circulation make 
the development of sure intracardiac opera- 
tions with low operative 
matter of time. 
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risk seem only a 


SUMMARY 


(1) This single case report chronicles the 
terminal events in the life of a young woman 
whose clinical picture so resembled rheumatic 
mitral stenosis that she was mistakenly sub- 
jected to left auricular cardiotomy and ex- 
ploration of the mitral valve area. Clarifica- 
tion at autopsy of the true nature of her ill- 
ness as a large interventricular septal defect, 
accompanied by functionally inconsequential 
rheumatic endocarditis, emphasizes the oc- 
casional need for more precise diagnostic 
technic than are commonly employed before 
mitral surgery. 
inter- 
resembles 


(2) The syndrome of large, isolated, 
ventricular septal defect closely 
circulatory dynamics and clinical course in 
large interauricular septal defects or ap- 
preciable patency of ducti arteriosi. Clinical 
considerations useful in the differential diag- 
nosis are outlined. 
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(3) That existent surgical technics for the 
obliteration of interventricular defects with 
large intracardiac shunts will surely alter the 
previously poor prognosis appears gratifying. 
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CAROTID BODY TUMOR CONFUSED 
WITH CAROTID ANEURYSM* 


By Rosert W. WittiaMs, M.D. 
Lockert B. Mason, M.D. 
and 
Henry M. Pickarp, M.D. 
Wilmington, North Carolina 


There is a profuse literature on the subject 
of carotid body tumors or chemodectomas; 
yet many of the problems in differential diag- 
nosis and treatment of the patient with such 
a lesion remain unsettled.’ No single case of- 
fers much hope of solving many of these. A 
particular aspect, which means much in han- 
dling the individual problem, can often be 
clarified by one case, and it is that which 
prompts this report. 


A 67-year-old white woman was first seen in Septem- 
ber, 1953 with the complaint of “pain in the left side 
of the neck and a blood vessel tumor there.” Twenty- 
seven years previously she had noted discomfort on 
swallowing and consulted a physician. Shortly there- 
after she underwent tonsillectomy without any changes 
in her symptoms. A few months later a small pulsating 
mass was found in the left side of the neck and opera- 
tion was undertaken. The operator described an aneu- 
rysm of the common carotid artery half the size of a 
small egg and proximal ligation of the common carot- 
id artery was done. Following this she remained rela- 
tively well and essentially asymptomatic with very lit- 
tle change in the size of the mass for a long period. 
During the five-year period prior to 1953, she noted 
slow steady growth of the mass and increasing pain in 
the neck and temporal region. Pain progressed to the 
extent that large doses of meperidine afforded only 
partial relief. Concomitant with these developments 
the patient became increasingly apathetic, anorexic, 
and bed-ridden. Her weight fell to 90 pounds from a 
norm of 115 pounds. During the six months prior to 
admission the mass steadily enlarged in size from 4 cm. 
in diameter to 8 or 10 cm. 


The family and past histories were irrelevant to the 
process. 

Physical examination showed a thin, chronically I, 
pallid, white woman of the stated age. In the left side 
of the neck there was a pulsating, rounded mass ap- 
proximately 10 cm. in diameter which extended from 
beneath the ramus of the mandible superiorly to 4 cm. 
above the clavicle inferiorly, and from the mid-line be- 
neath the sternomastoid muscle to the mastoid process 
posteriorly. The mass was very slightly movable but 
motion caused considerable pain. Common carotid pul- 
sation was not definitely palpable proximal to the 
mass, although there was a pulsation deep in the neck. 
Another easily palpable artery entered the mass mesi- 
ally. There was a well healed oblique scar in the skin 
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overlying the lower portion of the mass and several 
prominent superficial veins could be seen in the area. 
No thrill could be detected, but on auscultation a 
faint systolic murmur was audible. No cervical lym- 
phadenopathy was noted. Blood pressure was 104/60. 
The remainder of the examination was not remarkable 
save for generalized pallor and emaciation. 

Laboratory data included a hemoglobin of 6.8 grams 
per cent, a hematocrit of 26 volumes per cent, white 
blood count 8,300 with a normal differential, normal 
urinalysis, blood urea nitrogen 23.6 milligrams per 
cent, and prothrombin time 26 seconds with a control 
of 15 seconds. Chest film and electrocardiogram were 
interpreted as showing no significant abnormalities. 
X-rays of the mandible and cervical spine showed a 
large soft tissue mass in the left neck but no bone 
erosion. Since no definite carotid pulsation was felt 
proximal to the lesion, a carotid arteriogram was not 
feasible. 

A program of repeated transfusions, daily supple- 
mental parenteral fluids and vitamins, and a high pro- 
tein diet was instituted for nine days. The patient's 
strength increased markedly, she gained in weight, and 
was more active than she had been in three or four 
months. 


A diagnosis of carotid artery aneurysm was made on 
the basis of physical findings and the description of 
the previous operation. Operation was undertaken, to- 
tal extirpation being the goal. This decision was 
reached after considerable deliberation only, since the 
condition was progressing and intolerable, and there 
was diminished likelihood of hemiplegia since a proxi- 
mal carotid ligation had been done before. 


At operation it was thought wise to have control of 
the entire carotid circulation in case of catastrophe. 
‘The right carotid bifurcation was approached through 
a short transverse incision and umbilical tapes were 
passed about the common and external carotid arteries. 
‘The head was then rotated and a long angular incision 
over the anterior border of the left sternomastoid was 
made to connect with a transverse extension along the 
mandible. The lower parts of the anterior and _ poste- 
rior skin flaps were then developed. The sternal and 
clavicular heads of the sternomastoid muscle were di- 
vided and reflected posteriorly, The internal jugular 
vein was isolated and divided between ligatures at the 
base of the neck. A search was made for the common 
carotid artery. There were dense scar, fatty tissue, and 
several lymph nodes, but no structure suggestive of 
artery was found. The phrenic nerve was identified 
and spared. The skin flaps overlying the mass itself 
were then reflected. Innumerable vessels, mostly veins, 
were ligated over the surface of the mass. Only two 
arteries could be identified definitely as to origin. 
They were the superior thyroid and lingual, both of 
which were larger than usual. By steady traction and 
dissection upwards the mass was freed except for the 
superior surface. Here two large arteries were isolated 
as they emerged from the mass. One entered the base 
of the skull. These, interpreted as the internal and 
external carotid vessels, were doubly ligated and di- 
vided. The internal artery was ligated so close to the 
skull that no type of vessel anastomosis could have 
been done. Until ligation of these last two vessels, the 
mass remained pulsatile and was considered by the 
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operators to be an aneurysm of the common carotid 
artery arising just at the bifurcation. With the liga- 
tion and division of these two large vessels at the su- 
perior pole, the lesion was removed. Since no proxi- 
mal common carotid vessel was found and since the 
distal end of the internal carotid was inaccessible, no 
attempt at restoration of the intracranial arterial flow 
on that side was made. The descending branch of the 
hypoglossal nerve which was densely adherent to the 
mass had been sacrificed in the dissection. 
on either side of the neck were closed. 


The wounds 


The patient’s postoperative course was quite satis- 
factory. The relief of pain was dramatic. She was out 
of bed on the third day and progressively thereafter. 
She had some difficulty in swallowing liquids and in 
clearing secretions at times but this improved slowly. 
A Horner’s syndrome was noted immediately upon re- 
action from anesthesia and this persisted un- 
changed At discharge on the twelfth postoperative day 
she was active, strong, and comfortable. At no time was 
there evidence of cerebral ischemia. Pathologic study 


Fic. | 


Unopened specimen. 


Fic. 2 


Hemisection of specimen. 


The arrow points to the internal 
carotid artery. 
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of the specimen after fixation in formalin showed an 
ovoid 7.5 x 6.5 x 5.5 cm. mass with a grey-red, rough 
surface. On section the surface revealed a narrow cap- 
sule and a sponge-like interior (Figs. / and 2). The 
spaces had smooth linings suggestive of endothelium. 
Microscopic study* revealed the tissue to be mainly 
“spindle type cells in an alveolar arrangement sup- 
ported by a sparse vascular stroma. The cells have ill- 
defined pale staining cytoplasm that is faintly granular 
and the nuclei are pleomorphic with nucleoli and oc- 
casional mitotic figures.” Interpretation was “carotid 
body tumor, active.” 


DISCUSSION 


The similarities of the larger carotid body 
tumors to aneurysms have been previously 
mentioned.* + This case report illustrates three 
findings which, although not unique, merit 
more emphasis than has been given in many 
articles on the subject of carotid body tumors. 
In some reports expansile pulsation is given 
as a differential point in diagnosis between 
aneurysm and carotid body tumor.® That this 
is not reliable is indicated by the fact that the 
case under discussion exhibited expansile pul- 
sation confirmed by four different observers. 
This has also been noted in other reports but 
the concept that a carotid body tumor is never 
pulsatile remains in the minds of many. Sec- 
ondly, pain is usually considered against the 
diagnosis of carotid body tumor.” In the pres- 
ent instance pain was truly severe and brought 
the patient to the point of requesting opera- 
tion although she was aware of the possibili- 
ties of interruption of the carotid blood flow. 
Relief of pain following operation was strik- 
ing. Whether pain was caused by pressure on 
nerves or actual infiltration of nerve was not 
apparent at the time of operation or on mi- 
croscopic study of the specimen. Lastly, the 
marked network of veins overlying the tumor 
capsule is typical of carotid body tumor and 
should have indicated the correct diagnosis 
when encountered. In further conversation the 
patient said that following the first operation 
twenty-seven years ago the surgeon told her 
that there were a tremendous number of large 
veins overlying the “aneurysm.” 

The question of malignancy of carotid body 
tumors in general,’ and this one in particular, 
is difficult to answer. To date there has been 
no evidence of recurrence or metastasis. 


One case report cannot presume to answer 
the question of whether or not carotid body 


*Dr. William Cannon 
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tumors should be excised.'-> However, the 
present report lends support to those who 
advise removal when the lesion is small. 


SUMMARY 


A case of carotid body tumor is presented 
with unusual features which led to an incor- 
rect diagnosis of arterial aneurysm. More con- 
sideration should be given to carotid body tu- 
mors in the differential diagnosis of a pul- 
sating mass in the neck. 
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VECTORCARDIOGRAPHY AS AN 
OFFICE PROCEDURE* 


By I. E. Burr, M.D. 
Charleston, West Virginia 


Vectorcardiography is not popularly used 
today for several reasons. One of these is the 
belief that the interpretation of its tracings re- 
quires a working knowledge of physics and 
mathematics. Another is the prohibitive cost 
of the instrument in itself. However, the 
vectorcardiogram has received a new impetus 
with the development of the cathode-ray oscil- 
loscope upon which accurate tracings can be 
made. Although most of the instruments man- 
ufactured are too bulky and too expensive for 
office use, it is possible for the doctor without 
too much effort and expense to construct a 
vectorcardiograph machine himself. 


Using a standard oscilloscope, to which two 
direct writing electrocardiograph machines 
are connected by a special jack, one machine 
is directly attached to the horizontal plate and 
the other to the vertical plate. In order to 
have an interruption of the beam so that we 
can tell whether the vector is going clockwise 


*Received for publication June 28, 1954. 
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or counterclockwise, an insulated wire is at- 
tached from the Z input to the right knob of 
the horizontal axis. The electrodes are at- 
tached in the right and left posterior and 
right anterior axillary line at the level of the 
first lumbar vetebrae. One electrode is over 
the right scapula in the right posterior axil- 
lary line.! A measurement is always taken to 
attempt to have these electrodes equidistant. 
The electrode attachments are shown in Fig- 
ures 1 and 2. 


By following the technic advised by Ducho- 
sal and modified by Grishman, it was possible 
to produce vectorcardiograms that correlated 
with electrocardiograms. With the attach- 
ment of a polaroid camera, these vectors can 
be photographed and studied later. A photo- 
graph of the equipment is shown in Figure 3. 


The normal vectorcardiogram (Fig. 4) is 
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best studied by describing the vector in the 
horizontal, sagittal, and vertical planes. The 
horizontal ORS vector is usually counter- 
clockwise, posterior, and to the left. 1 here is 
an initial angulation of the ORS vector to the 
right and anterior. The shape of the QRS 
vector is usually ellipitical in form, smooth 
in contour and the only delay in the 
time markings is at the initial portion and 
the terminal portion of the vector. This de- 
lav is, however. of a very short time interval. 


seen 


4 
<4 


Fic. 4 


Upper loop is horizontal, mid loop is sagittal and bottom 
loop is vertical. 


These are normal vectorcardiograms. 
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The ‘T vector is much more difficult to study 
accurately, It is very important to know the 
angulation difference between the QRS and 
T vectors. In a normal individual, this angu- 
lation is practically never over 45. 

The sagittal QRS vector is usually clock- 
wise, but may be counterclockwise, posterior 
and inferior. In some individuals, there is an 
initial deflection anterior and interior. This 
is of short duration. The T vector is anterior 
and inferior to the QRS vector. As in the 
horizontal QRS vector, there is a delay seen 
at the beginning and end of this vector. The 
shape is usually smooth in contour and coni- 
cal. 

The vertical QRS vector may be counter- 
clockwise or clockwise, and is usually left and 
inferior. In most cases, it is elongated in ap- 
pearance and also smooth in contour. The 
‘T vector in normals is usually inferior and to 
the right of the QRS vector. There is also 
a delay seen in the initial and terminal por- 
tion of this vector. 

In the vectorcardiogram in the horizontal 
plane, the QRS vector is displaced anteriorly. 


Fic. 5 


This is a typical vectorcardiogram in posterior myocardial 
infarction. The horizontal and sagittal planes show the typi- 
cal QRS vector in this type of infarction. 
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This is diagnostic of a posterior myocardial 
infarction. In the sagittal plane, the QBS 
vector is displaced anteriorly and usually su- 
periorly,. 

It has been our experience that the vector- 
cardiogram is superior to the electrocardio- 
gram in certain cardiac conditions, namely: in 
the diagnosis of true basal posterior myocar- 
dial infarction (Fig. 5) and in the diagnosis 
of early left ventricular hypertrophy. 

In true basal posterior myocardial inlarc- 
tion,? the electrocardiogram is very often 
normal. It is practically impossible to make 
a diagnosis, because of the presence of a large 
R wave in V, or Vo, and in most of these cases, 
there is a sizable S wave present. 

We have seen only six of the above types of 
cases in which necropsy of two showed a def- 
inite posterior myocardial infarction® with a 
normal electrocardiogram. In the next few 
years, we shall certainly be able to evaluate 
this phenomenon more accurately. 

The experience of having a patient with hy- 
pertension, and a normal electrocardiogram for 
six or eight years, who suddenly develops an 
abnormal tracing, showing an inverted T wave 
in V; or Vg, is common to most physicians. It 
is very difficult to assume that this change 
took place suddenly, and our method of de- 
termining early myocardial damage by the use 
of an electrocardiogram is not accurate. As 
far as the vectorcardiogram is concerned, we 
do know that when the angulation difference 
of the QRS and T vector is over 45,° this is 
definitely abnormal.* If the QRS vector is 
left and posterior in the horizontal plane, the 
T vector would have to be rotated more than 
+90° in order to register the inverted T wave 
in V,. If the QRS vector is —30°, the T vec- 
tor is +45,° the electrocardiogram will be 
normal, but the vectorcardiogram will be 
grossly abnormal. If these cases are watched 
over a period of time, it can definitely be es- 
tablished that the QRS and T vector angula- 
tions become greater. 


After studying 24 cases of hypertension with 
normal electrocardiograms, it becomes evident 
that the majority of persons have abnormal 
myocardiums due to the angulation difference 
between the QRS and T vectors.t The vector- 
cardiogram thus becomes an early method for 
the diagnosis of myocardial disease associated 
with hypertension. 
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Vectorcardiography is still in its infancy; 
there is certainly a great deal to be learned 
from it and about it. Though it will take 
years to establish it actually as a possibly su- 
perior method to electrocardiography, even- 
tually I believe we will see that day. 

This is written only as a possible stimulant 
to those who are inclined to study new ap- 
proaches to the cardiac problem; for diagnosis 
can be done in the office by one who is in- 
terested and willing to learn the basic princi- 
ples of an entirely new field. 
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SPONTANEOUS RUPTURE OF THE 
KIDNEY* 
CASE REPORT 


By Rare Banks, Jr., M.D. 
Gainesville, Georgia 


Spontaneous rupture of the kidney is rare 
in contrast to traumatic rupture which is 
rather common. Mathe! in an extensive re- 
view of the literature said that Kuster was 
able to find only ten cases out of thirty thou- 
sand autopsies. Potampa? in 1949 reviewed the 
literature and noted thirty-seven cases to 
which he added two of his own. Councill 
and Councill,? Powell and Clark,* and Mur- 
phy and Harvey® have added three additional! 
cases since that time. Of the above forty cases 
only five have been associated with a stone in 
the ureter producing blockage. Salvin® in 195 
reviewed these cases and added one of his 
own. 

Spontaneous rupture of the kidney may 
occur in the parenchyma or in the renal pelvis 
or may include both locations. Abeshouse? has 
reviewed the literature most completely on 
those ruptures occurring only in the renal 
pelvis. 


*Read in Section on Urology, Southern Medical Association, 
Forty-Seventh Annual Meeting, Atlanta, Georgia, October 26-29, 
1953. 
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Spontaneous rupture of the kidney is al- 
most always associated with pre-existing renal 
disease. Acute nephritis, chronic pyeloneph- 
ritis, pyelitis, pyonephrosis, encysted renal cal- 
culi: impacted stones in the renal pelvis, ab- 
scesses, tuberculosis, hemophilia, aneurysms, 
infarcts, tumors of the renal parenchyma, tu- 
mor of the renal capsule, hydronephrosis, 
amyloidosis and hydronephrosis secondary to 
a ureteral tumor have all been reported in 
association with spontaneous ruptures. With 
existence of these pathological factors in the 
kidney it is not difficult to conceive that a 
spontaneous rupture could occur easily. 
Maurer and Prather* have reported a case 
wherein very minor trauma contributed to 
the rupture of a kidney. It has been postu- 
lated that increased muscular movement 
which in turn increased intradominal pres- 
sure could be sufficient to cause such a rup- 
ture, 


The case being reported herein is one of a 
spontaneous subcapsular rupture of a kidney 
secondary to an impacted calculus in the 
lower third of the left ureter. This case is 
of particular interest in that this rupture is 
considered to have occurred during intra- 
venous urography. 


CASE REPORT 


J. E. (Hall County Hospital 4717), a 44-year-old man, 
was admitted to the hospital as an emergency because 
of sudden severe onset of pain in his left flank of one 
hour's duration. 


Three years earlier he had had a similar attack in his 
left flank which produced marked nausea and vomit- 
ing, and which lasted three days. X-rays were taken 
at that time in another hospital and he was told he 
had a “stone” in his left kidney. He did not know 
how large the stone was or any particulars thereof. 
Approximately one and one-half years before this 
emergency, he had another very mild attack of left 
flank pain but this passed off without consultation 
with his physician. Three days before, he felt a vague 
degree of discomfort in his left flank but it was not 
severe enough to keep him from his work. Approx- 
imately one hour prior to admission and while riding 
in an auto the pain again appeared in his left flank 
and quickly increased in severity until it became un- 
bearable. It was accompanied by severe nausea and 
vomiting and radiation into the region of the left 
testicle. 


He had an appendectomy in 1941 but had never 
had any other serious illnesses, injuries or other dis- 
eases. He had no recent weight loss. There was 
no history of any blow to his left flank, mild or 
otherwise. There was no history of any renal disease 
in his family. 
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Physical examination revealed a well nourished and 
well developed man in marked distress. The only 
abnormal finding was marked tenderness and spasm 
in his left flank. There was no palpable mass in his 
flank. He had no referred or rebound tenderness in 
his abdomen. His temperature was 99.0° F., pulse 96, 
blood pressure 120 systolic and 80 diastolic. 

The urine had a specific gravity of 1.017 with a 
trace of albumin; negative sugar, and the sediment 
contained innumerable red blood cells and an occa- 
sional white blood cell. Examination of the blood 
disclosed a hemoglobin of 15 grams or 96.1 per cent, 
and a white blood cell count of 16,100, with 87 per 
cent segmented forms, 11 per cent lymphocytes and 2 
per cent bands. The non-protein nitrogen was 31 mg. 
per cent. His Kahn was negative. The culture was 
pseudomonas aeruginosa. 


An intravenous urogram was done ten hours follow- 
ing admission. During these ten hours the patient 
had been extremely uncomfortable and had required 
repeated sedation. The intravenous urogram was 
taken over a period of three hours. A _ plain film 
of the abdomen, five, fifteen and thirty-minute excre- 
tion films and two and one-half hour antero-posterior 
and lateral films were taken. The patient was taken 
to his room following the thirty-minute film and re- 
turned to the x-ray department for the two and one- 
half hour film. During that time he was under con- 
stant surveillance and no injuries occurred. The only 
activity was that of moving from the bed to the 
carriage, carriage to the x-ray table and back again. 


Fic. 1 


Chirty-minute intravenous urogram demonstrating nephro- 
gram of left kidney secondary to blockage by ureteral calculus 
(arrow). Normal right kidney. 


d 
eae 


Fic. 2 
Two and one-half hour intravenous urogram demonstrating 


extravasation of the contrast medium from the left kidney. 
Arrow points to the obstructing ureteral calculus. 


Fic. 3 


Lateral view of Figure 2, showing the extravasation of con- 
trast medium beneath the renal capsule (arrow). 
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The 30-minute excretion film demonstrated a neph- 
rogram on the left and a small ureteral calculus in 
the lower third of his left ureter. ‘The right  kid- 
ney showed prompt excretion of the contrast medium 
and there was no abnormality noted. The two and 
one-half hour excretion film demonstrated marked 
extravasation of the contrast medium into the 
parenchyma and beneath the capsule of the left kid- 
ney. This was confirmed by antero-posterior and 
lateral views. The patient had been extremely uncom- 
fortable since admission but no new episode of pain 
had been noted. Examination of his flank following 
the two and one-half hour excretion film did not re- 
veal any mass but did reveal marked tenderness. 
During the next forty-eight hours the patient was 
given large doses of antibiotics and sedation. Forty- 
eight hours following the intravenous urogram a No. 
5 French ureteral catheter was passed by the stone 
with some difficulty. There was approximately 60 cc. 
of residual urine in the calyceal system of the left 
kidney. A retrograde pyelogram at that time showed 
no abnormality. The patient was more comfortable 
and the pain in his left flank rapidly diminished. 
The ureteral catheter was left in place for four days. 
During that time the patient's temperature gradually 
returned from a high of 102.4 to 98.6° F. The ureteral 
catheter was removed and two hours following the 
removal of it a small black calculus was passed. The 
patient was discharged asymptomatic the following 
day. The stone was analyzed and was found to be 
positive for phosphates, oxalates, calcium and the 
ammonium group. It was negative for uric acid and 
urates, carbonates, magnesium, sulfonamides, cystine 
and cholesterol. 


One month after his discharge from the hospital his 
urinalysis showed 15 to 20 white blood cells per low 
power field. The urine culture was A. aerogenes. He 
had no further symptoms. 

Three months following his discharge from the 
hospital he was still asymptomatic and he had 2 to 3 
white blood cells in his urine. At that time a repeated 
intravenous urogram was done. This demonstrated 
normal anatomy and physiology in his left kidney. 
The additional urogram was taken due to the fact that 
the initial urogram had been suggestive of a slight de- 
formity in the middle calyx. This follow-up urogram 
showed no change. At the present time the patient is 
in good health working every day. 

While the exact associated pathologic con- 
dition leading to this spontaneous rupture is 
not clear in this case it is thought that it was 
probably chronic pyelonephritis. It is pos- 
sible if intravenous urograms were routinely 
continued over longer intervals of time in 
instances of blockage more cases such as this 
one would be discovered. 


SUMMARY 


A case of spontaneous subcapsular rupture 
of the kidney secondary to an impacted 
ureteral calculus has been presented. Spon- 
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taneous rupture of the kidney secondary to 
an impacted ureteral calculus is extremely 
rare. This is thought to be the sixth such 
case in the literature. This case is of par- 
ticular interest in that it is thought that this 
rupture occurred while an intravenous uro- 
gram was being taken. 
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DISCUSSION (Abstract) 


Dr. Rex Van Duzen, Dallas, Tex.—I should like to 
report the case of a boy who fell on his elbow in a 
football game. He was brought into the hospital later 
that evening in shock and I saw him the next morning 
about 9 o'clock, in moderate shock and passing bloody 
urine. He had a mass in the region of the left kidney 
which was very tender. An intravenous pyelogram 
was made and while the needle was in place the boy 
cried out with pain in his flank. The pvelogram 
showed a filling defect in the renal pelvis with ex- 
travasation of urine about the kidney. He was ob- 
served for ten days when he had a severe secondary 
hemorrhage. Nephrectomy was performed the next 
day at which time a laceration was found in the renal 
pelvis extending into the cortex and one branch of 
the renal artery was severed. We feel the iodopvracet 
which we used acted as a diuretic increasing the intra- 
renal pressure and producing further laceration of the 
renal pelvis. 

I recall a physician who had a stone in the ureter 
who found that two cups of coffee produced a severe 
pain that required one-half grain of morphine for 
relief. Dr. Duff of McKinney, Texas, reported a patient 
who showed a normal intravenous pyelogram includ- 
ing a normal size pelvis, subsequently; after drinking 
a quart of beer, a repeated intravenous pvelogram 
showed a markedly enlarged renal pelvis holding 
several ounces. Apparently these patients formed 
urine faster than it could pass down the ureter. Fluid 
may produce marked increase of intrarenal tension 
which may at times be sufficient to cause rupture of 
a contused kidney. 


Dr. R. W. McAllister, Macon, Ga.—I should like 
to ask first whether you had a tight compression band 
on the patient and, if so, do you think that might 
possibly have increased the intra-abdominal pressure 
so that it would have some bearing on the rupture of 
the kidney in the case you have just reported? 
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Dr. Banks (closing)—For preparation, the patient 
had routine castor oil and soapsuds enema the next 
morning. He did not have a compression band. 

The blockage producing increased pressure in the 
renal calyceal system is undoubtedly the contributing 
factor to this. It has been my own speculation that 
the chronic pyelonephritis and associated disease which 
occurs in this type of kidney interferes with the re- 
absorptive mechanism as described by Hinman in his 
very excellent work on hydronephrosis and thereby it 
does increase the pressure until a rupture occurs. 

As I mentioned in the paper, if intravenous urog- 


raphy was prolonged over longer periods of time 
routinely, more cases of this sort would undoubtedly 
be found. 


I was rather fortunate in being able to save this 
kidney. Possibly this type of mechanism explains the 
subcapsular abscesses which occurred in kidneys prior 
to the extensive use of the antibiotics. 


The antibiotics should receive a great deal of credit 
for the saving of this kidney. 


THIOSULFIL®* 
A CLINICAL STUDY 


By Jack HuGues, M.D. 
W. M. Copprince, M.D. 
and 
L. C. Roserts, M.D. 
Durham, North Carolina 


A recently introduced sulfonamide, thiosul- 
fil® (2-sulphanilamide-5-methyl-1, 3, 4, thio- 
diazole), has been reported to be of value in 
the treatment of urinary tract infections.! ? Its 
advantages are said to be rapid absorption and 
excretion, low degree of acetylation, a high de- 
gree of solubility in all urine pH ranges and 
a low degree of toxicity. The results of treat- 
ment of 55 cases of urinary tract infection with 
thiosulfil® are reported herein. 

Materials and Methods.—One hundred am- 
bulatory female patients with symptoms of uri- 
nary tract infection of from one day to 15 years 
duration were treated with thiosulfil.® Fifty- 
five of these patients were studied and fol- 
lowed adequately and are the basis of this 
report. There were 25 chronic and 30 acute 
infections. Catheterized urine specimens for 
microscopic examination and culture were ob- 


*Received for publication April 27, 1954. 
*This study was aided by Averst, McKenna & Harrison, Ltd., 
who underwrote the cost of the bacteriological examinations 


and supplied the thiosulfil.® 
*The sulfadimetine was supplied by 
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tained prior to, during and after treatment. 
The routine dosage schedule was thiosulfil® 
0.5 gram four times a day for eight doses then 
0.25 gram four times a day for a total dose ot 
12.5 grams. Thirty-four of the 55 patients re- 
ceived this amount only. Twenty of the other 
21 were given from 25 to 100 grams over a 
period of from 20 to 90 days. One patient re- 
ceived 4.5 grams during 2.5 days. Alkali was 
not given nor were fluids forced. 

During this study 100 female patients, also 
with urinary tract infections, were treated with 
either sulfadimetine or sulfisoxazole. Eighteen 
with acute and 39 with chronic infections were 
studied and followed sufficiently to include in 
this report. The routine dosage schedule was 
1.0 gram four times a day for eight doses then 
0.5 gram four times a day for a total dose of 25 
grams; 30 patients received only this amount. 
The 27 others received from 15 to 500 grams 
during periods of from three days to three 
years. The average dose was 50 grams. The re- 
sults of treatment with these two drugs are 
reported for comparison. 


RESULTS 


In the thiosulfil® treated cases five organ- 
isms were isolated and identified: 31 isolates 
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than three weeks but were not failures were 
considered improved; there were seven in the 
thiosulfil® and six in the  sulfadimetine- 
sulfisoxazole groups who were classified as im- 
proved because of inadequate follow-up. Fail- 
ures showed no symptomatic or bacteriological 
improvement nor decrease in pyuria. Patients 
in whom pyuria disappeared and cultures be- 
came negative but whose symptoms persisted 
were not included in this report. 

Follow-up periods in the thiosulfil® treated 
patients were: seven less than three wecks; 11 
three weeks to seven wecks; and 37 two to eight 
months. Follow-up periods in thesulfadimetine- 
sulfisoxazole group were comparable. (Tables 
2 and 3). 

The results of the study are summarized in 
Table 1. The other tables (Tables 4, 5, 6 and 
7) are detailed breakdowns of Table 1. 

As shown in Table 6 there was only one 
failure in the thiosulfil® treated acutely in- 
fected group. This patient subsequently im- 
proved on sulfadimetine. The one pyelone- 
phritis listed as improved was tollowed less 
than three weeks but showed a negative urine 


CHRONIC 
from the chronic cases and 31 from the acute. Sulfadimetine 
In the sulfadimetine-sulfisoxazole group there Thiosulfil® Sulfisoxazole 
were six organisms: 41 isolates from the chron- Num- Im- Fail- Num- Im- _ Fail- 
i 1 20 from th cute (Table 1 Organism ber Cure proved ure ber Cure proved ure 
Sé 
The results of treatment are reported Aerogenes 9 2 6 4 
cure, improved, or failure. A cure was defined Proteus 
: Pseudomonas 5 0 1 2 $ 0 0 5 
as absence of pyuria and symptoms and nega-  gtaph. albus 2 0 5 4 
tive urine cultures at the end of a follow-up _ Paracolon 1 0 0 
period of at least three weeks. A case was Classi- © ot =e 
fied as improved when there was an unques- 
tionable decrease in the severity of symptoms pili 
in the presence of persisting or recurrent infec- 
tion as evidenced by pyuria or positive urine === 
cultures. Also patients who were followed less ACUTE 
Sulfadimetine 
Thiosulfil® Sulfisoxazole 
RESULTS OF TREATMENT Num- Im- Fail- Num- Fail- 
Organism ber Cure proved ure ber Cure proved ure 
Sulfadimetine . 
Thiosulfil® Sulfisoxazole Escherichia 20 12 7 I 13 5 8 0 
— - Aerogenes 3 2 l 0 1 1 0 0 
Chronic Acute Chronic Acute Proteus 3 3 0 0 2 2 0 
Number patients 25 30 39 18 Pseudomonas 0 0 0 0 0 Oo 0 0 
Cure 1 19 f 8 Staph. albus 5 2 3 0 $ 2 1 0 
Improved 20 10 26 10 Paracolon 1 1 0 0 
Number organisms 31 31 41 20 Potal 31 19 11 1 20 9 11 0 
TABLE 1 TABLE 3 


q 
4 
£ 
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culture at the end of one week. Six of the I1 
acute infections classified as improved were 
not followed bacteriologically long enough to 
be called cured. However, there was prompt 
disappearance of pyuria and symptoms and at 
least one negative and no positive cultures in 
all six. 

Twenty-seven thiosulfil® treated patients re- 
ceived sulfadimetine or sulfisoxazole prior or 
subsequent to the thiosulfil.® These were 19 of 
the chronic improved, all five failures, two 
acute improved and one acute failure. The 
results in these cases are given in Table 8. In 
the acute group one of the improved cases was 
also improved on sulfadimetine and sulfisoxa- 
zole; the other, an E. coli pyelonephritis, was 
cured; the acute failure was improved. 


The routine course of thiosulfil® was 12.5 
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grams. Thirty-five patients received this 
CHRONIC 
Chiosulfil® 
Pyelonephritis Cystitis and/or 
Pyelonephritis with Caleuli Urethritis 
kes 2 & 2 
Organism Pos 3 = lie 3 = = 
Escherichia 0 8 0 2 3 1 
Proteus 0 0 | 1 0 0 O 
Staph. albus 0 1 0 e 1 0 
Paracolon 0 o 0 0 0 0 
Total 0 Il 3 ® 2 3 5 6 2 
Taste 4 
CHRONIC 
Sulfadimetine 
Sulfisoxazole 
Pyelonephritis Cystitis and/or 
Pyelonephritis _ with Caleuli __Urethritis 
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amount; the other 20 received from 25 to 100 
grams. No daily dose exceeded 2 grams. The 
cure and relapse rates were approximately the 
same in the group receiving larger doses as in 
those given 12.5 grams. This is not to imply 
that nothing is to be gained by giving more 
than 12.5 grams of thiosulfil® but does suggest 
that this amount is adequate for a routine first 
course treatment of urinary tract infections. 
There was nothing in the results of this study 
to suggest that daily doses larger than 2 grams 
per day would increase the effectiveness of 
thiosulfil® although that possibility does exist. 

In the 100 patients who received thiosulfil® 
there was one known reaction. The patient 


ACUTE 

Thiosulfil@ 

Cystitis and ‘or 
Urethritis 


Cure Improved Failure 


Pyelonephritis 


Organism Cure Improved Failure 


Escherichia + 0 l 8 7 0 
Aerogenes 0 0 0 2 1 0 
Proteus 0 0 0 | 0 0 
Pseudomonas 0 0 0 0 0 0 
Staph. albus 0 1 0 2 z 0 
Paracolon 0 0 0 0 0 0 
Total 1 l l 15 10 0 
TABLE 6 
ACUTE 
Sulfadimetine 
Sulfisoxazole 


Cystitis and/or 


Pyelonephritis Urethritis 


Organism Cure Improved Failure Cure Improved Failure 


Aerogenes 0 0 0 l 0 0 
Proteus 0 1 0 0 l 0 
Pseudomonas 0 0 0 0 0 0 
Staph. albus 0 0 0 2 I 0 
Paracolon 0 0 0 l 0 0 
Total 1 2 0 8 9 0 
TABLE 7 


= 
2 & 2 4.2 
Organism 3 & 3 = 3 = 
‘chi THIOSULFIL® TREATED PATIENTS ALSO TREATED 
Aerogenes 0 2 3 0 0 0 1 1 1 
Proteus 0 0 0 Chronic Acute 
Pseudomonas 0 2 0 1 o 0 Thiosulfil® Thiosulfil® Phiosulfil® Thiosulfil® 
Staph. albus 0 2 0 0 o 1 1 1 Oo Improved Failure Improved Failure 
Paracolon 0 0 0 o 0 0 0 1 0 Cure 1 0 l 0 
Total l 10 «6 0 1 3 3 16 1 Failure 1 4 0 0 
TABLE 5 TABLE 8 
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was a 47-year-old woman with an acute cystitis 
who discontinued the drug because of nausea 
after taking 18 tablets over a 60-hour period. 
No skin rash or crystalluria due to thiosulfil® 
has been observed. Blood studies were not 
done routinely but a patient who took 100 
grams intermittently over a 90-day period 
showed no change in the blood picture at 60 
and 90 days. Another, not included in the 55 
reported, developed nausea and vomiting from 
both sulfadimetine and sulfisoxazole. She was 
then given thiosulfil® 0.5 gram four times a 
day, which she took without any difficulty. 


CONCLUSIONS 


In the doses used in this study thiosulfil® is 
an effective chemotherapeutic agent in urinary 
tract infections. It is tolerated quite well and 
its bacterial spectrum is comparable to that of 
sulfadimetine and sulfisoxazole. 


Our results reaffirm the frequently made 
observation that chronic infections of the uri- 
nary tract are still difficult to cure even with 
the wide variety of chemotherapeutic and anti- 
biotic agents now available. 
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ANAPHYLACTOID REACTION TO 
PENICILLIN* 
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This is a report of eleven cases of anaphylac- 
toid reaction to penicillin collected by ran- 
dom questioning of approximately 50 physi- 
cians practicing in the Miami area. It was 
stimulated by an almost fatal reaction of this 
type in a colleague. At the time of this par- 
ticular experience, in October 1952, there was 
relatively little reference to this type of re- 
action in the medical literature.1-5 During the 
same month Higgins and Rothchild® reported 
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such a fatality. The only previously re- 
ported death was Waldbott’s case in 1949.4 
The case of Wilensky in 19467 does not meet 
the criteria of an anaphylactoid reaction since 
it was delayed several days. During the en- 
suing period several others*-'* have published 
cases of fatal and near-fatal reactions in rapid 
succession. 

An anaphylactoid reaction is characterized 
by the appearance, within seconds or minutes 
after an injection of a shocklike state with 
dyspnea, tachycardia, precipitous fall in blood 
pressure, loss of consciousness and very occa- 
sionally a fatal termination. This type of 
reaction is to be contrasted with the more 
slowly developing allergic complications of 
penicillin. The latter fall into two major 
categories. First, there is the delayed urticarial 
serum-sickness like reaction which occurs four 
to ten days after the administration of peni- 
cillin. This type alone has been estimated 
to have an incidence of as high as 6 per 
cent among all patients receiving penicillin.’ 
Symptoms consist of malaise, fever, urticaria 
and arthralgia. The second but less frequent 
category consists of those who react with ery- 
thematovesicular eruptions. Rarely a case of 
this type may be fatal. 

The accepted opinion is that the allergic 
manifestations, including the anaphylactoid 
type, are due to the penicillin fraction itself 
rather than to any other component of the 
preparations which have commonly been 
used.1* When an injection of penicillin elicits 
an anaphylactoid response, it evidently trips 
a trigger mechanism which has been set sub- 
sequent to the latest previous injection of 
penicillin. It is presumed that the latter has 
produced antibodies, and some of these be- 
come fixed in the tissues, while others remain 
circulating in the blood plasma. During the 
time interval which elapses between injec- 
tions, the anaphylactoid hypothesis assumes 
that there has been a disproportionate drop 
in circulating antibodies. This results in a 
transient period of especially great vulner- 
ability because of a significant quantity of 
fixed tissue antibodies and relatively little in 
the circulating plasma. Hypothetically, ad- 
ministration of penicillin during this critical 
period results in a direct reaction in the tis- 
sues, which are not protected by a buffer of 
circulating antibodies. Consequently, exag- 
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gerated symptoms may occur depending on 
the tissues involved. 
CASE REPORTS 

Case 1.—A 42-year-old white physician had his 
nurse give him an intramuscular injection of procaine 
penicillin in oil because of the recurrence of a 
chronic phlebitis. Within 15 seconds he experienced 
burning and tightening in the throat followed by 
giddiness and loss of consciousness. When first seen 
by a physician approximately five minutes later he 
appeared to be im extremis and was completely un- 
responsive to stimuli. Intramuscular injection of 15 mg. 
of mephentermine (wyamine®) resulted in a return to 
consciousness within two to three minutes. He im- 
mediately complained of an inability to catch his 
breath, severe pain in his toes and marked substernal 
constriction. Morphine was required for relief, even 
though he received oxygen by passive inhalation, 
aminophylline 0.5 gram intravenously and papaverine 
90 mg. intramuscularly in an effort to achieve ade- 
quate vasodilatation of the pedal vessels. He was hos- 
pitalized for further observation and probable lumbar 
sympathetic block when it became evident that there 
was persistent inadequacy of the circulation in the 
lower extremities. This was manifested as painful 
cyanosis of the toes and absent popliteal and dorsalis 
pedis pulses bilaterally. Because of a known history 
of Buerger’s disease, it was felt that the patient had 
had an exaggerated angiospastic reaction, either as 
part of the anaphylaxis itself or possibly due to the 
pressor amine (mephentermine) or both. When he 
again lapsed into a state of stupor about an hour 
after the onset of the acute episode, he was given a 
transfusion of plasma and an injection of thenylpyra- 
mine 0.5 cc. (histadyl1®) subcutaneously. He responded 
satisfactorily to this procedure, which was felt prefer- 
able to repetition of the mephentermine because of the 
already embarrassed circulation to the feet. As his 
blood pressure rose during the administration of plas- 
ma, the skin of his toes gradually returned to a normal 
color. Within approximately one hour it became evi- 
dent that a sympathetic block would not be neces- 
sary. An electrocardiogram showed the presence of 
acute coronary insufficiency. He gradually improved 
and his subsequent course was uneventful except for 
the appearance of transient, mild urticaria on the 
sixth day after the acute episode. 


Case 2.—This 57-year-old woman is worthy of special 
comment for several reasons. Her physician adminis- 
tered penicillin even though supposedly he was aware 
of a history of urticaria following an injection of 
penicillin six months previously. There resulted a 
relatively mild anaphylactoid reaction manifested by 
weakness, flushing, dyspnea, tachycardia, excessive 
perspiration and a drop in blood pressure from 
160/100 to 116/74. There was no loss of consciousness 
or disappearance of the pulse. She subsequently de- 
veloped a severe serum-sickness type of reaction which 
required hospitalization for two weeks. It was accom- 
panied by malaise, fever, urticaria, mvalgia and ar- 
thralgia. A marked eosinophilia developed, reaching 
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a maximum of 69 per cent. In addition, a preparation 
of the peripheral blood showed the transient presence 
of lupus erythematosis cells. These cells, which have 
been presumed to be specific for acute disseminated 
lupus erythematosus,15 were recently reported by Walsh 
and Zimmerman!6 to be present in three cases of se- 
vere reaction to penicillin. 


Case 3.—A 60-year-old woman received an injection 
of aqueous procaine penicillin for lobar pneumonia. 
Within 60 seconds she developed the symptoms of 
flushing, generalized pruritus, weakness, dizziness and 
an involuntary stool. Subsequently she had an ashen 
gray appearance and her pulse was rapid and weak. 
This was accompanied by a drop in blood pressure 
from 130/80 to 70/30. Without any medication her 
symptoms gradually subsided over a period of 20 
minutes. There were no delayed manifestations. The 
last penicillin injection was about one year prior 
to the one in question without apparent ill effects. 


Allergic rhinitis had been a complaint for many 
years. 
Case 4—A_ 50-year-old laboratory employee re- 


ceived aqueous procaine penicillin prophylactically 
because of a scratch received by a rabbit. Within 
approximately 10 minutes he became acutely short 
of breath and complained of a burning sensation, 
weakness and generalized pruritus. This was followed 
by complete loss of consciousness. He received epineph- 
rine subcutaneously and corticotropin gel intra- 
muscularly. Consciousness was regained within several 
minutes and the symptoms subsided completely within 
fifteen. No information was available regarding previ- 
ous administration of penicillin, but he was known 
to have had bronchial asthma. 


Case 5.—A 30-year-old woman received aqueous 
procaine penicillin because of acute pharyngitis. 
Within 30 to 60 seconds she developed symptoms 
which included dyspnea, sweating, faintness and 
cyanosis. This was followed by loss of consciousness, 
an absent pulse and an unobtainable blood pressure. 
Her symptoms subsided completely within 15 minutes 
of treatment which consisted of epinephrine subcu- 
taneously, oxygen by inhalation and maintenance of 
a shock position. She had received penicillin previously 
without any untoward effect, but the date of adminis- 
tration was not available. There was a known history 
of allergic rhinitis. 


Case 6—A 50-year-old woman received aqueous 
procaine penicillin because of a cellulitis. Within five 
to 10 seconds she complained of faintness and pain 
in the middle of the back. This was accompanied by 
profuse perspiration and tachycardia. There was 
blanching of the skin, followed by duskiness. Epi- 
nephrine was given subcutaneously and the manifes- 
tations of shock subsided completely within 10 min- 
utes. Her last injection of penicillin had been received 
about six months previously, without apparent ill 
effect. There was no history of allergy. 


Case 7.—A 32-year-old optometrist received pro- 
caine penicillin as a prophylactic measure subse- 
quent to a dental extraction. Within five to 10 min- 
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utes he complained of nausea and severe shortness 
of breath. He lost consciousness and passed in- 
voluntary stool. No pulse was obtainable and auscul- 
tatory evidence of pulmonary edema appeared. Within 
20 minutes he responded to therapy consisting of 
epinephrine subcutaneously and oxygen by inhalation. 
An electrocardiogram taken within one hour of the 
onset of his symptoms showed evidence of acute coro- 
nary insufficiencv. He received penicillin 
more than six months previously without anv un- 


desirable side-reaction. There was no allergy in the 
past history. 
Case 8.—A_ 60-year-old) man_ received aqueous 


procaine penicillin as a prophylactic measure subse- 
quent to a prostatectomy performed 15 days previ- 
ously. Within two to three minutes he complained 
of weakness and severe shortness of breath. He had 
a weak, rapid pulse and was quite flushed. Within 
approximately 30 minutes there was a good response 
to treatment which consisted of epinephrine subcu- 
taneously. However, a transient generalized pruritus 
occurred later the same day. He had a history of 
chronic bronchitis and bronchial asthma. Penicillin 
was administered four days previously without ap- 
parent ill effect. 


Case 32-year-old woman received aqueous 
procaine penicillin because of a perirectal abscess. As 
the needle was withdrawn, she complained of a 
burning sensation and became quite excited and short 
of breath. Weakness and abdominal pain followed 
quickly. She became pallid and had a severe chill. 
The symptoms gradually subsided over a period of 
25 minutes. The only medication administered was 
oral belladonna, in an effort to relieve her abdominal 
cramping pain. It was not known whether she had 
received penicillin previously. She had no history of 
any type of allergy. 


Case 10.—A 54-year-old woman received neo-penil® 
because of chronic bronchitis. Within 10 to 15. sec- 
onds she complained of severe weakness and _ short- 
ness of breath. This was followed by pallor and 
loss of consciousness. Epinephrine was administered 
subcutaneously and she was asymptomatic within 15 
minutes. The last injection of penicillin was one 
month previously, without any apparent ill effects. 
There was no history of allergy. 


J1—A_ 10-vear-old_ girl received procaine 
penicillin in oil because of acute bronchitis. Within 
five to 10 minutes she developed wheezing and cyano- 
sis. Subcutaneous epinephrine resulted in a subsidence 
of her symptoms within 10 minutes of their onset. 
It was not known whether she had previously re- 
ceived any penicillin. There was no history of any 
previous allergic reaction. 


Case 


It is quite apparent that anaphylactoid re- 
actions to penicillin are being encountered 
in rapidly increasing numbers. This creates 
a definite hazard with which too few physi- 
cians appear to be familiar. Accurate and 
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more frequent reporting of such accidents may 
help rectify this dangerous discrepancy. It has 
even been suggested that the reports might 
be sent to a central agency." 

At the time of this paper we are aware of 
38 other reported cases of anaphylactoid re- 
action to penicillin, with 12 deaths.!-6 8-10 12 18 
In addition the Council on Pharmacy and 
Chemistry of the American Medical Associa- 
tion'! mentioned I4 anaphylactoid reactions 
to penthamate hydriodide (neo-penil®). One 
of our cases (Case 10) was due to this variety 
of penicillin, as have been at least two others 
in the literature.! 

How many unreported anaphylactoid re- 
actions to penicillin have occurred is difficult 
to estimate but it must be exceedingly great, 
in view of the facility with which our hap- 
hazard and abbreviated survey produced 11, 
fortunately none of them fatal. Similarly 
Mayer et alii!® emphasized the ease with which 
their series of six were collected in a short 
period of time. Thousands of such reactions 
have undoubtedly occurred and there are 
certain to be many more unless the proper 
prophylactic steps are taken. 

The preponderant opinion and laboratory 
studies point to the probable occurrence of 
an anaphylactic sensitization by the penicillin 
fraction itself.14 There is no indication in any 
report that procaine allergy was the cause 
for any of the reactions.'® The mistaken as- 
sumption that procaine was the responsible 
agent resulted in the death of at least one 
patient reported in England by Thomson." 
This patient reacted violently immediately 
after procaine penicillin administration and 
then at a later date, under the erroneous im- 
pression that the previous reaction was due 
to the procaine fraction, was given aqueous 
penicillin parenterally. He immediately went 
into collapse and died. In two of the cases 
reported here an associated delayed type of 
serum reaction characteristic of penicillin oc- 
curred after six to 14 days. One was very 
severe (Case 2) and the other mild and evanes- 
cent (Case 

Route of Administration—It has been 
noted that topical application of penicillin 
on certain membranes especially abraded or 
weeping surfaces, is especially prone to pro- 
duce sensitivity. Instillation of penicillin into 
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sinuses and spraying of surface infections are 
typical examples. Everett® reported two cases 
in which penicillin was instilled into the 
antra, resulting in anaphylactoid reactions. In 
one of the cases an intramuscular injection 
of procaine penicillin three months later re- 
sulted in a similar but much more severe 
reaction. Aerosol inhalation of penicillin has 
produced a reaction in at least one patient.’ 
Nevertheless, most occur after intramuscular 
injections, undoubtedly because this is by far 
the commonest route. 


SUMMARY 


(1) Eleven cases of non-fatal anaphylactoid 
reaction have been presented. 

(2) Two showed clinical and electrocardio- 
graphic evidence of acute coronary insuffi- 
ciency. 

(3) One case showed a subsequent severe 
serum-sickness type of reaction accompanied 
by the lupus erythematosis cell phenomenon. 

(4) Anaphylactoid reactions to penicillin 
are increasing in incidence and represent a 
serious practical problem. 
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HYOID BONE SYNDROME* 


By Lester A. Brown, M.D. 
Atlanta, Georgia 


Not that it has not been noted betore; not 
that I have not noted it before; but in these 
years, since World War II, I have paid more 
attention to a certain complaint, which al- 
though sometimes vague, is accompanied by 
definite clinical findings, and completely lack- 
ing in pathologic evidence of disease. The 
frequency of this complaint has aroused my 
curiosity, and the lack of certified pathologic 
findings has prompted me to use the word 
syndrome, since, by definition, syndrome 
means “a complex of symptoms,” or a “a set 
of symptoms which occur together.” Fortu- 
nately, the word does not require that one 
erect an explanatory foundation for the symp- 
toms. Accordingly, I have attached to this 
symptom complex the name, hyoid bone syn- 
drome. 

Originally, as figures were being compiled 
for this report, | summarized the first 16 case 
records in my files. Now, the survey is more 
complete, and comprises 35 case records. Sta- 
tistically, the symptoms occurred 21 times on 
the right side, 11 times on the left, and three 
patients declared symptoms to be present on 
both sides. ‘There were 25 women and 10 men, 
one of the men being a physician. The ages 
of the patients varied from 28 to 73, the great- 
est number being between 10 and 50 years 
of age, in which group there were 12. I have 
not observed the syndrome in the colored 
race. These patients, often first seen by the 
family physicians, are referred to the otolaryn- 
gologists because the pharyngeal level, which 
corresponds to the point of tenderness in the 
throat, is just below the tongue depressor line 
of vision. I shall use the pronoun “her,” be- 
cause in this syndrome, the female has thus 
far held an unquestioned numerical lead. 


Anatomy.—The hyoid bone is a small, 
shaped structure, superficially placed in the 
anterior part of the neck between the thyroid 
cartilage and the floor of the mouth. It con- 
sists of a central body, two great horns, and 
two small horns. The great horns extend lat- 
erally and backward to the level of the an- 
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terior border of the sternomastoid muscle on 
either side. Each small horn arises at the 
junction of the great horn with the body, and 
is directed upward. The hyoid bone does not 
articulate with other bones, but is held in 
place by muscles and fascia. A pair of liga- 
ments, the stvlohyoid, are attached to the 
small horns. Many muscles are attached to 
this small bone from above and below, but 
no muscle crosses it, except the platysma, 
which, I believe, is not involved in this com- 
plaint. The muscular attachments to the up- 
per side of the hyoid bone are the geniohyoid, 
the mylohyoid, the hyoglossus, the stylohyoid, 
the chondroglossus, a fascial sling for the in- 
termediate tendon of the digastric, and very 
important is the attachment of the middle 
constrictor muscle of the pharynx. Attached 
to the lower side of the hyoid bone are the 
strap muscles of the anterior part of the neck, 
those muscles which attach to, or pass over, 
the thyroid cartilage. 


The common fascia of the thyroid cartilage 
and the hyoid bone passes up, posterior to 
the body of the hyoid bone, and is attached 
to its upper surface, so that in the act of swal- 
lowing, when the thyroid cartilage is pulled 
up, the body of the hyoid bone is anterior to 
the upper border of the thyroid cartilage. On 
the anterior surface of this fascia, the so-called 
thyrohyoid ligament, there is present in the 
fat a bursa, which has for its function, the 
prevention of friction between the posterior 
surface of the hyoid bone and the upper bor- 
der of the thyroid cartilage. 


Symptoms.—The patient complains of pain 
in the throat at the anterior border of the 
sternomastoid muscle, about halfway between 
the angle of the jaw and the lateral extent 
of the thyroid cartilage (when the head is 
tilted slightly backward and the face is turned 
approximately halfway to the opposite shoul- 
der). She notices the pain most when she swal- 
lows, she refers to the pain as being inside 
the throat, but she locates the point of tender- 
ness closer to the outside of the neck. Occa- 
sionally, the pain may be referred to the ear 
of the same side. 


Findings.—On examination, it is found that 
the point of tenderness is always at the pos- 
terior end of the great horn of the hyoid bone. 
This can be found most easily by the follow- 
ing method. The body of the hyoid bone is 
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located from the outside by palpating the 
neck in the midline, immediately above the 
notch of the thyroid cartilage. ‘The palpating 
finger is directed laterally and backward over 
the course of the great horn of the hyoid bone 
on the unaffected side. The hyoid bone is 
moved toward the affected side, and, with the 
index finger of the other hand, light pressure 
is brought to bear on the posterior end of 
the great horn of the hyoid bone on the side 
of which the patient complains. Occasionally, 
the symptoms may be elicited by moving the 
hyoid bone from side to side, when it is 
grasped between the index finger and the 
thumb of the same hand. The tenderness does 
not extend medial to the midpoint of the 
great horn, and tenderness of the body of the 
hyoid bone has not been noted. At times, pres- 
sure over the tender point of the posterior 
end of the great horn of the hyoid bone may 
cause pain to radiate upward toward the ear 
on the affected side; however, this is not con- 
stant. There are no other related positive 
clinical findings. 

_Approximately 50 per cent of all patients, 
who complained of vague throat symptoms, 
were further examined by the roentgenologist. 
This examination consisted of making roent- 
genograms of the neck, in the lateral aspect, 
and a barium study of the esophagus by fluor- 
oscopy, when the latter was indicated. No pa- 
tient has been included in this group, if there 
was x-ray evidence of disease in the throat. 


The clinical examinations do not reveal 
any pathologic realities. The lack of patho- 
logic realities prevents the making of a diag- 
nosis. The lack of a diagnosis prevents the 
giving of specific treatment. The lack of spe- 
cific treatment prevents good results from 
therapeutic measures. Such was found to be 
the case. The usual otolaryngologic proce- 
dures, such as spraying the nose and throat 
with commonly known medicines, mopping the 
pharynx with silver nitrate, weak or strong, 
and applying heat to the neck, were futile. 
The administration, by mouth, of salicylates, 
mephenesine, and the antibiotics gave results 
which were quite as disappointing. Even osteo- 
pathic massage and chiropractic “adjust- 
ments” did not remove the discomfort, ac- 
cording to some of the patients who said that 
they had taken matters into their own, and 
others’ hands. 
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Confused with this symptom complex is a 
condition in which the pain is acute, more 
severe, tends to run a self-limited course, with 
or without treatment, and there may be low- 
grade fever. The point of tenderness here, as 
in the true syndrome, is at the posterior end 
of the great horn of the hyoid bone, but this 
pain almost always is referred upward toward 
the ear, with soreness in the muscles of the 
side of the neck, radiating down to the shoul- 
der. Usually, there is, or recently has been, 
upper respiratory infection. The differential 
point between these two conditions is that 
pressure on the side of the neck gives pain in 
the muscles affected, in the acute condition, 
while there is no pain on general pressure on 
the side of the neck in the true hyoid bone 
syndrome. The acute condition is more of the 
nature of a crick in the neck. It is, in my opin- 
ion, a separate entity. 

Literature —Just as I was about to consider 
that this might be some fairly common, but 
hitherto undescribed symptom complex, there 
came to mind one of my favorite Biblical quo- 
tations, found in the latter part of the ninth 
verse of the first chapter of Ecclesiastes, which 
says, “and there is no new thing under the 
sun.” I therefore sought aid from the medical 
literature. A search brought forth two arti- 
cles, one by Nelson,'! “Hyoid Bursitis,” and 
the other by Goldstern,? “Rheumatic Disease 
in the Region of the Hyoid Bone.” These two 
reports were similar to each other in many 
respects, especially with regard to the causes 
and the treatments of conditions which they 
described. Briefly, these authors said that their 
clinical findings included a slight elevation of 
temperature, possible swelling of the neck in 
the region of the hyoid bone, pain radiating 
into the shoulder of the affected side, and 
usually some obvious nearby infection in the 
pharynx, the mouth, or the gums. Most amaz- 
ing were their results of treatment. They 
found that by the administration of salicy- 
lates, for three to five days, there was complete 
relief from symptoms in the majority of their 
patients, even in those patients who had been 
afflicted for a period of weeks or months. 

Although there were several comparable 
findings in their and my clinical examina- 
tions, it appeared that they were describing an 
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allied condition; one in which some pathologic 
evidence of disease could be demonstrated, 
and one which responded to a relatively sim- 
ple therapeutic measure. Their information, 
therefore, was not completely helpful in es- 
tablishing a diagnosis of the syndrome as ex- 
hibited by my patients. 

Diagnosis.—I received some clinical help on 
the occasion of seeing one of the ten men of 
this series, a physician who had the complaint 
and findings quite typical of hyoid bone syn- 
drome. He observed that although he did not 
understand the mechanism of his pain, he did 
find that it was more noticeable with in- 
creased nervousness, that it had been present 
for a period of many years, and that he was 
concerned as to whether there might be a 
malignant lesion in his throat. 


That this symptom complex might be a 
result of a state of nervousness, in the cate- 
gory of globus hystericus, is a matter which 
had presented itself many times before; but 
this is a dangerous diagnosis to make at any 
time, and especially before all other possibili- 
ties have been carefully eliminated. Neverthe- 
less, the lack of evident disease, the failure to 
respond favorably to therapeutic procedures, 
and the fact that some of the patients har- 
bored their complaints, for years without ill 
effects, caused this possibility to become the 
most likely diagnosis. 

Comment.—The question of what is the 
cause of this pain, or peculiar sensation, in 
the hyoid region of the throat, is as justifiable 
as it is unanswerable. It seems to me that 
three factors enter into the discussion. The 
first is that the hyoid bone is a central station 
for attachment for almost all of the muscles 
in the anterior part of the neck, and it is, 
therefore, a potent unit in swallowing. Most 
important, among these muscles, is the mid- 
dle constrictor muscle of the pharynx, which 
attaches along the upper border of the great 
horn of the hyoid bone, and which also 
plays a significant role in swallowing. The 
second factor is that normally, one feels little 
in the throat when swallowing, unless he or 
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she stops to think of the act of swallowing. 
The third factor is that something first brings 
this sensation to the individual’s attention, 
such as the ephemeral tooth brush bristle or 
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fish bone, the evanescent husk of corn, the 
transient sore throat. As she palpates her own 
throat, she will come upon this central station 
of muscular attachment, which is more easily 
palpated when the head is turned slightly to 
the opposite side and tilted backward; fur- 
thermore, the sensations in the throat are 
more noticeable when the head is in this posi- 
tion. These symptoms and signs do not run a 
self-limited course, so the indefinite duration 
may become a precipitating factor for per- 
sonal worry about the possibility of the pres- 
ence of a serious condition, even though there 
has not been any ill effect upon the general 
health. She overlooks the fact that this com- 
plaint is not apparent when her attention is 
diverted. 

Treatment.—The therapy of choice depends 
upon assuring the patient that there is no 
obvious evidence of disease. Antibiotics and 
chemotherapeutic agents are distinctly con- 
traindicated. Local treatment to the pharynx 
may be reasonable, as an adjunct; but, it 
should not be used long enough to cause the 
patient to think that the physician is depend- 
ing on it for relief of the symptoms; for, if 
the patient looks forward to this therapy for 
cure, she will certainly continue to harbor her 
complaint. After the throat and the pharynx 
are most carefully examined, if then the phy- 
sician can describe the course of her peculiar 
throat symptoms, locate specifically the point 
of tenderness, and truthfully say that he has 
not been able to find anything abnormal, the 
patient will disclose, as a rule, that the major 
cause for alarm is the fear of malignant 
growth. Further, she is more easily assured, if 
invited to return for a follow-up examination 
in six weeks. The patient who is seen and ex- 
amined once, and dismissed with a merry “for- 
get it,” is most likely to be the patient who 
will go her way constantly remembering that 
to herself, she is literally a pain in the neck. 

Why Is the Number of Hyoid Bone Syn- 
drome Patients Increasing?—The answer to 
this question would necessarily be in the form 
of an opinion. It is my belief that it is caused 
by increased cancer consciousness or phobia. 
After the patient has been assured that noth- 
ing pathologic has been found, it is very com- 
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mon for her to say: “After all, with so much 
advertising about cancer...’ or, “I had a 
close friend who recently died of cancer of the 
throat.”” Many patients are still reticent about 
directly asking the doctor if he thinks that 
they may have cancer. In my experience, the 
large majority wait until the examination has 
been made and the opinion given. 


SUMMARY 


(1) The hyoid bone syndrome is a rather 
common clinical entity, which consists of pain- 
ful symptoms definitely situated in the throat, 
for which an organic basis cannot be found. 


(2) From a review of 35 case records of 
patients seen over a period of two years, it is 
inferred that this syndrome occurs most fre- 
quently in middle aged white women, and 
that the prevailing cause is personal anxiety 
over the possibility that there may be a ma- 
lignant lesion somewhere within the throat. 


(3) The most satisfactory therapeutic re- 
sults have been obtained by minimizing local 
treatment, and by procuring the confidence 
of the patient to believe that the findings on 
clinical examination are, in truth, those which 
have been made known by the physician. 


(4) As in other conditions of “peculiar feel- 
ings” in the throat, such as globus hystericus, 
a final explanation of the modus operandi is 
not presently available. 


BIBLIOGRAPHY 


1. Nelson, L. A.: Hyoid Bursitis. Texas State J. Med., 36: 
435-438, 1940-1941. 

2. Goldstern, S.: Rheumatoid Disease in Region of Hyoid 
Bone. Wien. Klin. Schnschr., 49:500-501 (April) 17) 1936. 


137 Doctors Building 


DISCUSSION (Abstract) 


Dr. French K. Hansel, St. Louis, Mo.—We recently 
reported a group of cases, many of which presented 
symptoms similar to those of the hyoid bone type. 
They were classified as being of vascular origin. Satis- 
factory results were obtained by specific treatment 
with small doses of histamine (average doses used 
0.10 cc. 1:1,000,000 to 0.10 cc. 1:10,000,000) injected 
every five to seven days. Symptomatic relief was ob- 
tained with ergot preparations and also with nicotinic 
acid. Some of these patients may also be subject to 
attacks of vascular headache or the arteries may be 
involved elsewhere, for example, in the leg. 
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ANESTHESIA IN PROSTATIC 
SURGERY* 


By Samuev L. Raines, M.D.7 
and 
Ropert Popper, M.D.t 
Memphis, Tennessee 


It is not our aim to repeat statements which 
have been made before with regard to this 
subject. However, a few things will be pointed 
out which urologists and anesthetists both con- 
sider important in the management of patients 
undergoing prostatic surgery. This unity of 
management is obtained only by mutual un- 
derstanding and joint discussion of problems 
presenting themselves during prostatic surgery 
and will promote better teamwork. The re- 
sults of such teamwork will pay off in evalua- 
tion of statistics of morbidity and mortality. 

Inherent to the nature of the disease, most 
prostatic obstructions present themselves at a 
higher age. At times an aged person submit- 
ting to operation creates a delicate problem 
when exposed to trauma, blood loss, and so 
on. The ability of old persons to withstand the 
stress of malnutrition, electrolyte imbalance, 
trauma and blood loss is greatly diminished 
and their comeback to normal physiologic con- 
ditions is slower in comparison with the young 
patient. 

What are some of the handicaps of these 
patients and what can be done for their im- 
provement? 

Arteriosclerosis, malnutrition or lowered re- 
nal function and azotemia are complicating 
factors which render these patients a poor risk 
from an anesthetic point of view. If these con- 
ditions exist, they should be treated preopera- 
tively and any action that could possibly ag- 
gravate them should certainly be omitted dur- 
ing operation. 

Papper! has investigated the influence of 
various anesthetic drugs on renal function dur- 
ing anesthesia. It was found that most general 
anesthetics diminish urine formation and pro- 
duce disturbances in normal acid-base balance. 


*Read in Symposium on “Anesthesia in Urology,” joint ses- 
sion of Section on Urology and Section on Anesthesiology, 
Southern Medical Association, Forty-Seventh Annual Meeting, 
Auanta, Georgia, October 26-29, 1953. 


+Assistant Professor, University of Tennessee College of Medi- 
cine, Memphis, and Urologist, Methodist Hospital, Memphis, 
Tennessee. 


tChief, Anesthesiological Section, Veterans Administration 


Medical Teaching Group Hospital, Memphis, Tennessee. 
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This respiratory acidosis may further be in- 
creased by renal dysfunction: Drugs such as 
meperidine reduced the glomerular filtration 
from 21 per cent to 45 per cent below the con- 
trol value. Renal plasma flow also decreased 
24 per cent to 50 per cent. Similar but less 
marked changes were observed with morphine. 
Renal plasma flow, glomerular filtration and 
renal tubular activity were found to be re- 
duced most with cyclopropane, less with ether 
and still less with sodium pentothal-nitrous 
oxide-oxygen anesthesia. In all types of anes- 
thesia, the changes were highest during deep 
anesthesia and diminished with lighter levels 
of anesthesia. 

It is due to these and other systemic changes, 
produced by narcotic drugs, that we favor spi- 
nal anesthesia if possible. But for safe anes- 
thesia each case must be individually evalu- 
ated. There is no anesthesia that is specific for 
prostatic surgery. Patients with vascular or 
myocardial degeneration, severe hypertension 
or other contraindications to spinal anesthesia 
should be managed by general anesthesia. It 
may be worth mentioning that epidural (cau- 
dal) anesthesia can be useful in some cases, 
but it usually does not offer much advantage 
compared to the spinal technic. 

In the administration of spinal anesthesia 
we are chiefly concerned with the prevention 
and treatment of sudden blood pressure 
changes. Both spinal and caudal anesthesia 
can produce grave complications in hyperten- 
sive and cardiac patients. Also, fatal anuria 
due to lower nephron syndrome has been at- 
tributed to insufficient circulation of blood 
through the kidney with consequent anoxia 
of renal tissue. Factors that may enhance shock 
during spinal anesthesia are: high levels of 
anesthesia, potent anesthetic agents of unnec- 
essarily long duration, hypoxemia due to res- 
piratory depression and loss of blood. Conse- 
quently, if spinal anesthesia is used, anesthetic 
levels ought to be kept low, and rather short- 
acting drugs should be selected. For trans- 
urethral resections we usually employ 100 mg. 
procaine. This insures a time limit for the 
older patient. To use 20 mg. pontocaine® rou- 
tinely, as some do, invites trouble. The technic 
of continuous spinal anesthesia with fraction- 
al doses of a short-acting agent offers the ad- 
vantage of safety and controllability for su- 
prapubic or retropubic prostatectomies in the 
poor risk patient.? 
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It is obvious that the most important thing 
is really not the choice of anesthesia, but the 
observation of well recognized basic principles 
in safe anesthesia for poor risk cases. These 
are a good airway, adequate oxygen and a 
level of anesthesia that is not deeper than that 
required for the operation. 

If spinal anesthesia appears unsale, a com- 
bined technic with nitrous oxide-oxygen- 
pentothal® may be used, provided the airway 
is kept open. This in turn may require endo- 
tracheal intubation to insure adequate venti- 
lation. 

Explosive agents are contraindicated —be- 
cause of the electric cautery. 

When the choice of anesthesia has been de- 
cided upon, the next important phase is the 
preoperative preparation of the patient, in- 
cluding the correction of deficiencies and de- 
viations in the acid-base equilibrium. If ar- 
teriosclerosis, with or without hypertension, is 
present, the pre-anesthetic medication is re- 
duced to doses somewhat smaller than might 
ordinarily be used. Fatalities due to heavy 
preoperative medication have been known to 
occur. 


Chute® has reported physical and biochemi- 
cal changes frequently associated with pro- 
static obstruction. Decreased renal function 
and azotemia can often be improved by liberal 
fluid intake and free urinary drainage. Mal- 
nutrition, protein depletion and anemia are 
treated with blood transfusions, which are also 
liberally used during and after surgery as re- 
placements and to prevent shock, which is so 
poorly tolerated by these patients. Coagula- 
tion time should be checked routinely and 
vitamin K should be given if indicated. Loss 
of body electrolytes and changes in the acid- 
base equilibrium occur frequently. Dehydra- 
tion and acidosis are well corrected by 1/6 
molar sodium bicarbonate solution in 5 per 
cent dextrose in saline or by 1/6 molar sodium 
lactate solution. On the other hand, alkalosis 
due to loss of chlorides is detected by lowered 
serum chlorides and increased carbon dioxide 
content of the serum. In such cases infusions 
of isotonic saline in 5 per cent dextrose are 
indicated. 


Additional potassium salts and minerals 
such as phosphate and magnesium may be in- 
dicated as replacements and may put a load on 
intravenous administration. Therefore, sup- 
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plement by early feeding is advisable. ‘The 
value of oxygen therapy is well recognized and 
yet is too rarely used at some places. 

In conclusion, we attempted to demonstrate 
that prostatic obstruction in elderly persons 
represents a special type of poor risk patients. 
They are difficult to manage and successfully 
treated only when attention is paid to minute 
and carefully planned details among which 
ample oxygen therapy and blood transfusions 
play a significant role. 
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THE TREATMENT OF CARCINOMA OF 
THE CERVIX* 


By Joun A. WALL, 
and 
Gicpert H. FLercuer, M.D.t 
Houston, Texas 


Cancer confined to the cervix can be cured 
by proper treatment in 70 to 80 per cent of 
cases. Success, therefore, depends on early 
diagnosis, regardless of whether the pre- 
ferred method of treatment is surgery, radio- 
therapy or a combination of both. 


Early diagnosis of cervical cancer results 
through education of the clinician as well as 
of the lay public. Over one-half of the deaths 
in women between the ages of 35 and 55 
are accounted for by cancers of the breast 
and uterus. Of these, about half are due to 
cancer of the breast; the other half to neo- 
plasms of the generative organs. Women 
should be impressed with the necessity for 
periodic examinations, even in the absence of 
signs or symptoms. Examination of the 
breasts and genitalia every six months, 
especially after the age of 35, must be en- 
couraged. The physician, on the other hand, 
must realize that these women are entitled 


*Read in Section on Gynecology, Southern Medical Associa- 
tion, Forty-Seventh Annual Meeting, Atlanta, Georgia, Octo- 
ber 26-29, 1955. 

+Department of Gynecology, M. D. Anderson Hospital for 
Cancer Research, Houston, Texas. 

tDepartment of Radiotherapy, M. D. Anderson Hospital for 
Cancer Research, Houston, Texas. 
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to an expert clinical and pathological opinion 
when malignancy is suspected. 

The cervical erosion which must be proven 
either benign or malignant offers the greatest 
opportunity for early diagnosis in cervical 
carcinoma. The erosion should first be at- 
tacked in the clinic or doctor's office by the 
free use of sharp biopsy. Definite steps toward 
eradication of the cervical lesion, such as 
cauterization or conization, should be de- 
ferred until malignant disease has been ruled 
out. Cytological vaginal and cervical smears 
should also be taken if a competent cytologist 
is available for interpretation. 

Pelvic examination in the lithotomy posi- 
tion with a good light is essential. After thor- 
ough examination of the external genitalia, a 
lubricant-free vaginal speculum is inserted. 
We prefer to obtain a specimen for cytolog- 
ical examination by scraping the squamo- 
columnar junction with a wooden spatula 
as described by Ayre. The cervix can then 
be stained with Schiller’s iodine solution, and 
areas which do not stain a deep mahogany 
color should be biopsied adequately. The 
cervix should be palpated for size, consistency 
and mobility. The depth and pliability of 
the vaginal fornices should be noted, since 
neoplastic extension of a cervical primary 
into the broad ligament areas may be de- 
tected. 


Topical anesthesia makes office biopsy of 
the cervix a procedure applicable to the 
majority of patients. Benzocaine® 20 per cent 
has served adequately for this purpose. A 
Gaynor punch instrument is employed to 
obtain tissue from the squamo-columnar junc- 
tion at 12, 3, 6 and 9 o'clock. These areas are 
accurately labeled so that one can re-biopsy 
in other areas around the squamo-columnar 
junction if more tissue is desired. For ex- 
ample carcinoma in situ reported in one or in 
several of the original biopsied spots should 
arouse suspicion, and invasive cancer must be 
excluded. Electrocoagulation is rarely neces- 
sary and gentle pressure with a cotton pledget 
should be sufficient. Electrocoagulation 
should be avoided since it may distort the 
picture if more tissue is needed to rule out 
invasive cancer. A report of “carcinoma in 
situ” of “atypical hyperplasia” in any one of 
these original outpatient biopsies may mean 
that we are on the edge of an invasive car- 
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cinoma. This must be excluded by fractional 
curettage, under anesthesia, in the hospital. 
The steps to be followed in a fractional curet- 
tage include a thorough scraping of the en- 
docervix with a serrated (Heaney) curette. 
This specimen is submitted separately from 
the endometrial scrapings. The cervix is then 
biopsied at 2, 5, 7 and 11 o’clock, and a sharp 
conization of the remaining endocervical 
tissue is carried out. Sturmdorff sutures are 
placed anteriorly, posteriorly, and at the 
lateral angles for hemostasis. A definite plan 
of treatment is withheld until a pathological 
report is returned. 

A diagnosis of invasive carcinoma is classi- 
fied as International Stage I and we prefer 
to treat it primarily with radium therapy. 
X-ray therapy directed to the pelvic node- 
bearing areas may or may not be utilized. In 
some instances we may select a bilateral re- 
troperitoneal lymphadenectomy as the treat- 
ment of choice for the node-bearing areas. A 
patient with carcinoma in situ, diagnosed 
after the above described careful exclusion 
of invasive cancer, is subjected to a total ab- 
dominal hysterectomy with or without preser- 
vation of the ovaries (depending on the age 
of the patient). We do not feel that mobiliza- 
tion of the ureters in order to secure a wide 
cuff is necessary in non-invasive cancer of the 
cervix. The risk of untoward morbidity for 
such a procedure is too great to justify the 
more radical procedure. However, here again, 
there are individual exceptions. In some cases, 
women desiring pregnancy may be very care- 
fully observed, provided they are thoroughly 
aware of the seriousness of their condition. 

Adenocarcinoma in the original office or 
clinic biopsy tissue, calls for another varia- 
tion in diagnostic procedure. In our experi- 
ence, primary adenocarcinoma of the cervix 
has been found much less frequently than the 
reported 3 to 5 per cent. Adenocarcinoma in 
the cervix with a primary focus above the 
cervix, in the uterine endometrium, is far 
more frequent. This calls for an entirely dif- 
ferent plan of treatment. Endometrial biopsy 
has been found a most useful procedure to 
rule out extension of malignant disease above 
the level of the internal os. We now do an 
endometrial biopsy routinely in all cases of 
squamous cell or adenocarcinoma of the 
cervix. It is particularly useful in the Stage 


4 


Vol. 47 No. 11 WALL 
I and early Stage II lesions in order to rule 
out extension of the disease into the uterine 
cavity in the absence of significant palpable 
evidence of extension beyond the cervix it- 
self. When neoplastic changes involve both 
the uterine corpus and cervix, the entire plan 
of therapy must be altered regardless of the 
histological type of the cancer. The volume 
of tissue to be treated in such instances is 
much greater, and the lymphatic drainage of 
the uterine body and cervix is such that the 
route of extension, as well as the probability 
of metastasis, comprise vital points for con- 
sideration. 


Adenocarcinema present concurrently in 
the cervix and in the fundus may be the re- 
sult of a primary focus in the fundus which 
has metastasized to the cervix or vice versa. 
In operative specimens, it has been found that 
there is often no direct continuity between 
the two involved areas. Heyman, years ago, 
called them corpus and colli adenocarcino- 
mas, accepting the anatomical disease with- 
out entering into the genesis. The existence 
of such tumors has created the bad reputa- 
tion of the so-called adenocarcinomas of the 
cervix because, if treated as cervical tumors, 
the probability of sterilization of the forniceal 
tumor-invaded parametrium is not too great. 
The eradication of the neoplastic involve- 
ment on the cervix, fornices, paracervical re- 
gion and uterine body can be achieved only 
by a combination of therapeutic steps care- 
fully synergized. 


The cervical and paracervical disease can 
be adequately irradiated with the usual 
radium therapy for carcinoma of the cervix. 
However, if one attempted to combine this 
treatment with Heyman’s packing technic in 
order to eradicate the fundal components, 
over-irradiation complications would prob- 
ably result. If one limits the radium treat- 
ment to the techmec used in squamous cell 
carcinoma of the cervix, the course of the 
disease in the uterine corpus is unpredictable. 
Consequently, we have chosen to treat corpus 
and colli tumors by the radium technic used 
in carcinoma of the cervix alone, with the 
intention of eradicating disease on the cervix, 
fornices and paracervical triangle. This has 
been proven to be a very efficient technic for 
these areas, and can be followed by surgical 
extirpation consisting of total abdominal 
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hysterectomy and bilateral lymphadenectomy 
if necessary. In our experience, hysterectomy 
following complete radium therapy can be 
performed without any complications. ‘This 
same plan is sometimes to be preferred in 
squamous cell carcinoma of the cervix with- 
out palpable evidence of extension beyond 
the cervix, but with histological proof of such 
extension above the internal os evidenced 
by endometrial biopsy. 

The disease on the cervix and its imme- 
diate extensions into the fornices, paravaginal 
tissues, paracervical triangle and_ lower 
uterine segment, are treated by intracavitary 
radium therapy. The dose delivered by ra- 
dium to the extensions of the disease in the 
lateral aspects of the parametria and to the 
pelvic lymph nodes is not adequate, and has 
to be supplemented by parametrial external 
irradiation. Radiotherapy so conceived, name- 
ly, radium therapy plus external irradiation 
to the pelvic nodes, is our basic method of 
treatment. In our radium technic, the dose 
to the vault and upper third of the vagina 
(less than 15,000 gamma roentgens) will allow 
a radical operation without undue complica- 
tions and delayed healing of the vaginal cuff. 
This operation is now included in the plan 
of treatment of selected cases where radium 
and x-ray therapy may not be curative. Surgi- 
cal attack is frequently utilized in local re- 
currences following irradiation, in adenocar- 
cinomas of the cervix with or without biopsy 
evidence of involvement of the fundus, in 
squamous cell carcinoma of the cervix with 
biopsy evidence of involvement of the fundus 
(in a few selected instances), and in certain 
bulky tumors which do not show favorable 
regression Clinically. The purpose of this com- 
bined radiotherapeutic and surgical approach 
is to extirpate the uterine fundus which may 
contain disease that may have spread beyond 
the volume of tissue adequately treated by 
radium. 

Infection, which is usually present, ought 
to be controlled before radium therapy is 
started. Topical antibiotics may ultimately 
prove to be of value, but to date, with a rela- 
tively short period of observation, allergic 
complications have limited our use of this 
means of control of infection. This problem 


1096 


of infection is important, since the usual 
mucositis and acute radiation reaction during 
treatment can prove to be a significant portal 
of entry for mixed organisms. This may result 
in a pelvic peritonitis which may unnecessar- 
ily delay, or even prevent, further therapy. 

It is our policy to give irradiation to the 
whole pelvis first and possibly transvaginal 
therapy in bulky tumors; in infected tumors; 
when a crater replaces the cervix and vault; 
or when it is impossible to find the internal 
os. A tumor dose of 2,000 roentgens is de- 
livered on the average and radium therapy 
is then administered in a proportionally de- 
creased dose in order not to exceed the toler- 
ance of bladder and rectum. The dose de- 
livered to the rectum and bladder is de- 
termined by means of direct readings with a 
scintillation meter at the base of the bladder 
and the anterior wall of the rectum at the 
time of radium implantation. 


The use of external radiation or trans- 
vaginal therapy combined with parenteral 
antibiotics at the time of radium treatment 
has been followed by infectious complica- 
tions of less than 5 per cent. If the patient has 
an elevation of temperature above 100° F. 
during the radium treatment (which usually 
lasts 72 hours), the radium is removed im- 
mediately. Usually treatment can be started 
again within a week and then satisfactorily 
completed. Diminution of the size of the 
tumor following local radium usually pro- 
duces enough disintegration of its exophytic 
components and allows adequate drainage of 
the uterine cavity, thus preventing further 
exacerbation of the infection. 

An intravenous pyelogram will indicate 
the presence or absence of encroachment of 
the cancer on the ureters by lateral extension, 
which follows the usual course of spread be- 
tween the leaves of the broad ligaments in 
the fascial planes. Retrograde cystoscopy may 
be carried out in collaboration with intra- 
venous pyelograms if necessary. This will 
serve to help determine the classification of 
the disease and greatly aid in the planning 
of treatment. 

The pathologist and the clinician have, up 
to this point, worked to establish the status 
of the disease. The radiotherapist now joins 
the team in the treatment. A combined opin- 
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ion as to stage, proper means of controlling 
infection and hemostasis is obtained. A ten- 
tative plan of treatment is outlined. Differ- 
ences of opinion must be settled and treat- 
ment instituted as promptly as possible. Dur- 
ing the course of therapy, weekly blood counts 
are done and blood replaced as indicated. 
The patient must be examined at least weekly 
and the therapeutic response evaluated, in an 
effort to determine radio-sensitivity. The orig- 
inal clinical consultants should be assembled 
if any significant change in the original plan 
of treatment is found necessary. This will in 
time be of benefit in keeping both the gyne- 
cologist and radiotherapist better informed 
and will enhance coordination of effort. 


Favorable cases (International Classifica- 
tion Stage I and early II) represent about 30 
per cent of our total material. The remain- 
ing 70 per cent are challenges to any kind of 
therapy and therefore require individual 
adaptation of therapeutic principles. We con- 
sider 7,000 gamma roentgens delivered in 17 
days as a minimum dose for the paracervical 
and paravaginal extensions. The cervix itself, 
the vault of the vagina, and the immediate 
surrounding tissues receive up to 15,000 
gamma roentgens. The volume of tissue with- 
in the 7,000 gamma roentgen level must be 
determined in order to integrate radium 
therapy with external irradiation to the pelvic 
wall. Direct measurements of the dose on the 
base of the bladder and anterior rectal wall 
are taken with a scintillation meter at the 
time of each radium implantation as a rou- 
tine procedure at the M. D. Anderson Hos- 
pital for Cancer Research. Antero-posterior 
and lateral x-ray films establish the position 
of the tandem and colpostats. It is necessary 
to know whether or not the radium sources 
are placed correctly. In addition, with the aid 
of these films, calculations can be made of the 
7,000 gamma roentgen isodose curve in a 
plane passing through the paravaginal tissues 
and the paracervical triangle. Integration of 
these data then permits conclusions as to the 
necessity for complementary irradiation, or 
surgery, or both.1 We have tentatively ac- 
cepted 7,500 gamma roentgens in the bladder 
and 7,000 gamma roentgens in the rectum 
as tolerance doses for these organs. If x-ray 
treatment has been given prior to implanta- 
tion (2,000 r. tumor dose), the bladder and 
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rectal doses are kept below 6,000 gamma 
roentgens and 5,500 gamma _ roentgens re- 
spectively. 

Thus, one can see that there are specific 
amounts which should be delivered to a pre- 
determined volume of tissue whether x-ray, 
radium, or a combination of the two is em- 
ployed. Clinical dosimetry is being rapidly 
developed and the previously accepted em- 
piricism in radiotherapy is no longer tenable 
if one wishes to improve cure rates and de- 
crease the incidence and severity of compli- 
cations. 


The so-called radio-resistant tumors are 
often merely inadequately irradiated, due 
either to “cold spots” (a small volume of 
tumor under-irradiated) or to failure to de- 
liver a cancercidal dose to the whole volume 
of tumor. Clinical dosimetry permits a more 
rational method of selection of cases for 
surgical attack. Cancer of the cervix invading 
the myometrium, whether it is primary 
squamous cell carcinoma or adenocarcinoma, 
may often be beyond the 7,000 gamma roent- 
gen isodose surface and therefore require, in 
addition to radiotherapy, a total abdominal 
hysterectomy and radical lymph node dis- 
section. The surgical removal of the uterus 
may be necessary in order that tumor above 
the internal os may be successfully eradicated. 
It must be stressed, however, that this repre- 
sents a therapeutic ideal. Many patients are 
too old, too fat, or have intercurrent compli- 
cations which preclude such a radical surgical 
attack and one must then rely on radio- 
therapy alone. 


SUMMARY 


The early diagnosis of cancer of the cervix 
is the major responsibility of the clinician. 
Cancer confined to the cervix can be cured 
by proper treatment in 70 to 80 per cent of 
cases. Sharp biopsy and cytological smears 
should be done in the office before such 
treatment as cauterization or conization of a 
cervical erosion is instituted. Endometrial 
biopsy offers a method of detecting extensions 
of the carcinoma into the uterine fundus 
when palpation does not indicate extension 
beyond the cervix. This type of involvement 
above the internal os is a formidable chal- 
lenge to treatment and requires wide individ- 
ualization of the therapeutic plan. 
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Our attitude regarding so-called primary 
adenocarcinoma of the cervix has been altered 
by a more extensive use of endometrial biopsy 
to rule out a primary focus in the uterine 
cavity. 

Control of the mixed infection usually 
present in the cervix before and during radio- 
therapy of the primary lesion will enhance 
the effect of treatment. Through the use of 
clinical dosimetry, thorough evaluation of the 
volume of tissue which has received sufficient 
ionizing effect to eradicate the disease is pos- 
sible. This heralds an end to the empiricism 
formerly accepted as inevitable, and justifies 
optimism for the future. Surgical attack com- 
bined with radiotherapy can salvage some 
patients whose disease may have spread be- 
yond the volume of tissue adequately treated 
with irradiation. 
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DISCUSSION (Abstract) 


Dr. R. E. C. Miller, Alexandria, La.—1 should like to 
ask Dr. Wall about his handling of leukoplakia of the 
cervix. 

Dr. Wall (closing)—We do not regard leukoplakia 
of the cervix as a premalignant lesion. We biopsy it 
and observe it, but, generally speaking, I do not think 
it is recognized as a premalignant lesion. Leukoplakia 
of the vulva may or may not be premalignant. In my 
opinion leukoplakia of the vulva certainly should be 
thought of as a potentially premalignant lesion in con- 
tradistinction to leukoplakia of the cervix. 


MONOAMNIOTIC TWINS WITH 
SURVIVAL COMPLICATED BY BROW 
PRESENTATION AND ECLAMPSIA* 
CASE REPORT 


By Jesse CALDWELL, JR., M.D., C.M., F.A.CS. 
Gastonia, North Carolina 


Twin pregnancy occurring in a single am- 
nion appears to be very rare. Recently Hagood 
and Stokes! added another case to the litera- 
ture in which there was survival of each in- 
fant. Their case brought the total number of 
reported cases to 120 and was the twenty- 


*Received for publication December 30, 1953. 
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second case in which there was double sur- 
vival. 

‘The interest in monoamniotic twins appears 
to be due to several reasons. The cause of still- 
births in twin pregnancies has occasionally 
been found to be due to true knots involving 
both cords. Also, there have been instances in 
which a cord was around the neck of the first 
twin and after it was cut it was found that 
the cord belonged to the second twin. Also in 
cases where both twins have survived, the 
cords have been knotted and entangled which 
attracted the attention of the attendant and 
indicated the presence of a single amnion. 


Not a great percentage of cases of mono- 
amniotic twins have been reported. In 1935 
Quigley,* who brought the world’s literature 
up to date and added a case of his own, 
quoted Rosenberg as saying that monoamnio- 
tic twins occur once in 65,000 pregnancies. 
Probably there have been many more cases of 
monoamniotic twins with survival which at- 
tracted no attention because there was no 
reason to seek an explanation for a stillbirth 
or other abnormality. The casual manner in 
which the placenta is treated at delivery may 
explain why more cases have not been re- 
ported. However, it seems to be generally true 
that the placenta of a twin pregnancy is ob- 
served more carefully than that of a single 
pregnancy. 

In 1947, Coulton, Hertig and Long® esti- 
mated the time of splitting of the germ disc 
to form monoamniotic twins to be between 
the seventh and thirteenth day. They con- 
cluded that the splitting of the germ disc be- 
fore the seventh day should reasonably pro- 
duce diamniotic twins, and after the thir- 
teenth day, monoamniotic siamese twins and 
other monstrosities. 


Acosta-Sison, Aragon, and de la Paz* re- 
ported a case of double survival of monoam- 
niotic twins delivered by cesarean section be- 
cause of eclampsia. The following is a case 
report of monoamniotic twins with double 
survival delivered by cesarean section because 
of brow presentation and followed by post- 
partum eclampsia. 


CASE REPORT 


The patient was a 25-year-old gravida 1. She was a 
registered nurse and the wife of a medical officer in 
the Air Force. Her last menstrual period occurred No- 
vember 10, 1951, and the estimated delivery time was 
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August 17, 1952. She had been followed in the pre- 
natal clinic of a large army hospital from the fifteenth 
until the thirtieth week of pregnancy. Beginning 
around the twenty-sixth week there was edema of the 
lower extremities. The urine was negative for albumin 
on her prenatal visits. The blood pressure ranged 
around 116/72. Clinical evaluation of the pelvis had 
shown it to be adequate and an x-ray of the abdomen 
on May 23, 1952, showed a twin pregnancy, the infants 
being in vertex presentation. 

The patient’s husband was then transferred across 
the continent and she was seen next on July 11, 1952. 
At that time the blood pressure was 98/60, weight 162 
pounds, the fundus was 34 cm. above the symphysis 
pubis and the fetal heart tones were good. There was 
two plus edema of the right leg and the urine was 
negative for albumin. On July 25, 1952, examination 
revealed weight 170 pounds, blood pressure 110/70 and 
there was four plus edema of the lower extremities. 
The patient was admitted to the hospital and treated 
with bed rest, sedation, salt-free diet and ammonium 
chloride. She remained in the hospital for five days. 
There was a nine-pound weight loss and the edema 
disappeared. 


On August 3, 1952 at 2:30 a.m. the patient was ad- 
mitted to the hospital having mild irregular contrac- 
tions. Examination on admission showed blood pres- 
sure 138/78, four plus edema of the lower extremities 
and the presenting part to be at plus two station. The 
cervix was dilated 3 cm. and was three plus effaced. 
The uterine contractions were mild and occurred only 
every six to eight minutes. The urine showed no al- 
bumin. The patient was sedated with meperidine, sco- 
polamine, and pentobarbital. At 3:00 p.m. the cervix 
was felt to be fully dilated but the presenting part 
remained at plus two station. 


At 4:00 p.m. the station of the presenting part was 
the same and the patient was taken to the delivery 
room for vaginal examination. Examination showed 
the cervix to be completely dilated and the presenting 
infant to be in brow presentation. Preparations for 
cesarean delivery were made and this was carried out 
under local and intravenous thiopental anesthesia. At 
the beginning of the operation the blood pressure was 
138/60. The head of the superior twin was delivered 
first and with it came a hand and forearm. The hand 
was grasped and pulled in order to facilitate delivery 
of the shoulder. After moderate traction was made, it 
was discovered that the arm belonged to the other 
fetus. Female infants weighing five pounds 13 ounces 
and six pounds seven ounces, respectively, were deliv- 
ered in good condition. 

The placenta was very large and weighed 1,040 
grams. It was roughly circular and measured 22 cm. 
in diameter. The umbilical cords were inserted into 
the central area of the placenta 5 cm. apart. The cords 
were entangled and were tied in true knots with each 
other in several places. 

At the end of the operation the anesthetist an- 
nounced that the patient’s blood pressure was 150/90, 
whereas, previously it had been around 120/80. The 
patient was transferred to her room in good condition. 


At 6:30 p.m., 30 minutes after the operation, the 
patient had not reacted and the blood pressure was 
170/100. She was given meperidine and observed care- 
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fully. At 7:00 p.m. the blood pressure was 190 110 and 
the pulse 72 and very strong. A phlebotomy was per- 
formed and 600 cc. of blood were withdrawn. The pa- 
tient seemed to improve somewhat and her blood pres- 
sure was 154/96 at 9:00 p.m. At 9:04 p.m. there was a 
convulsion. She was treated with meperidine, oxygen, 
magnesium sulphate, and intravenous glucose solution. 
There were no further convulsions and the patient's 
course steadily improved. The sutures were removed 
on the seventh postoperative day and she was dis- 
charged in good condition. The infants did well and 
follow-up examination a year later showed them to be 
developing normally. 


SUMMARY 


Another case of monoamniotic twins with 
double survival is reported. Delivery was com- 
plicated by brow presentation and followed by 
postpartum eclampsia. 
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AMEBIASIS* 


By Davip Cayer, M.D. 
Winston-Salem, North Carolina 


(1) Is there a clinical picture pathogno- 
monic for a chronic amebiasis? I presume 
that the term chronic amebiasis includes all 
those instances of tissue invasion by the 
pathogenic endamoeba histolytica. It becomes 
apparent by definition that the symptoms 
may vary, from few if any related to the 
digestive system to the severe symptoms of 
frank dysentery or those caused by the in- 
vasion of other organs. In the brief time I 
am allowed, I will not discuss the clinical 
picture of dysentery since its recognition is 
not difficult, nor abscess of the liver which 
will be discussed later. 


That amebiasis may be present without 
dysentery is generally accepted. The fre- 
quency of infection without symptoms or 
whether or not there is a so-called asympto- 
matic carrier state or one associated with 
vague and non-specific symptoms similar to 
those noted in low grade infections of other 
kinds is debatable. It is said by some that 


*Read in Section on Gastroenterology, Panel on Amebiasis, 
Southern Medical Association, Fortv-Seventh Annual Meeting, 
Atlanta, Georgia, October 26-29, 1953. 
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careful inquiry or persistent questioning of 
so-called “asymptomatic amebiasis” patient 
will reveal clinical symptoms referable to 
the disease. It is worth noting, however, that 
the same technic of history taking can be 
equally effective in eliciting symptoms from 
patient without demonstrable physical or 
laboratory evidence of disease. It is my belief 
that the symptom complex commonly as- 
cribed to or associated with the so-called pic- 
ture of chronic amebiasis, namely irregulari- 
ties of bowel habit, either constipation or 
slight diarrhea, gaseous distention, nausea, 
lower abdominal or right lower quadrant 
discomfort, arthralgias, et cetera are not spe- 
cific of any single gastrointestinal disorder. 
When we consider the central nervous system 
abnormalities which are said to be a part of 
the clinical picture of the chronic amebiasis, 
namely, headache, somnolence, lack of ambi- 
tion, backache and mental depression, I can 
only say that they can be applied equally 
well to neurasthenia, constitutional inade- 
quacy or if this were 1943, to a vitamin de- 
ficiency. This of course does not mean that 
this disease should not be suspected in pa- 
tients who develop a change in bowel habits, 
who note mucus in their stools, or who have 
persistent abdominal discomfort, or gascous 
distention sufficient to justify a careful sur- 
vey of the gastrointestinal tract. In summary, 
I can only say that the symptoms most often 
associated with intestinal amebiasis in my 
opinion do not present a clinical picture 
pathognomonic of the infection. 

(2) Is there a characteristic clinical picture 
for amebic hepatitis? I believe that the clinical 
picture of amebic hepatitis is far more charac- 
teristic and definitive, although again not 
pathognomonic. I assume by the question that 
abscess formation is included as well. Again 
the clinical picture will vary with the extent 
and degree of liver involvement. This may 
vary from the initial stage of invasion and be 
associated with no more than microscopic 
miliary abscesses to the later development of 
the large liver abscess. In the absence of 


other known conditions which produce pyo- 
genic abscess of the liver the occurrence of 
fever, an irregular remittent fever, sweats and 
occasional chills, enlargement of the liver, 
occasionally splenomegaly, leukocytosis, ten- 
derness to palpation or first percussion over 
the liver, particularly if associated with a past 
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history of diarrhea or dysentery, would be 
strongly suggestive. As you are all aware, 
however, the history of previous diarrhea or 
dysentery is not necessary. The clinical pic- 
ture of frank liver abscess is essentially the 
same except exaggerated. In such instances 
there is often pain referred to the right 
shoulder, symptoms suggesting pleurisy in- 
cluding splinting of the chest and some de- 
crease in respiratory excursion of the dia- 
phragm on the right side, as well as dullness 
to percussion and rales at the right base. I 
should like to emphasize that these latter 
physical signs may be present when fluoros- 
copy of the chest still shows good dia- 
phragmatic excursion and it emphasizes the 
importance of careful ausculation. These 
symptoms and signs are commonly associated 
with inflammation and suppuration. In the 
absence of a rash, lymph node enlargement, 
heart murmurs, or urinary findings are 
strongly suggestive of the diagnosis. I have 
on several occasions seen patients diagnosed 
as having Hodgkin’s disease because of an 
irregular remitting fever, and enlargement 
of liver, become rapidly asymptomatic with 
emetine therapy. In my own limited expe- 
rience, jaundice has been uncommon. 

(3) Does the incidence vary significantly 
from region to region in the United States? 
I think there is little doubt that the “‘re- 
ported incidence of amebiasis” does vary sig- 
nificantly. The unfortunate thing and I sus 
pect one of the problems with which we here 
are immediately concerned is the varying in- 
cidence reported by different individuals in 
the same region. Obviously, when this hap- 
pens, each group is apt to imply that their 
colleagues are unable to recognize the disease. 
Certainly many of the divergent estimates 
are due to differences in the way the studies 
are conducted. That is, the incidence of 
amebiasis will be higher in a selected group 
of patients such as returning prisoners of 
war, or persons in institutions, as well as when 
the study includes the examination of mul- 
tiple stools after saline catharsis, or when cul- 
ture methods are also included. We would also 
expect that the incidence in a routine survey 
of an unselected group of patients would 
differ from that of patients presenting them- 
selves to a clinic with primary digestive com- 
plaints. I do not propose to go into the 
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diagnostic criteria for recognition of the tro- 
phozoite itself, although Terry of the United 
States Public Health Service is quoted in a 
recent article in Gastroenterology as saying 
that competent parasitologists disagree oft- 
times as to the presence or absence of the 
organism in the same stool specimen and, at 
times, even in the same slides. I might add 
that while I am willing to make a positive 
identification of the trophozoite, I would be 
most reluctant to do so from the cyst form 
although this occasionally serves as identifi- 
cation by some individuals writing on the 
incidence of this disease. 

I believe that there are many additional 
factors which may account for the variation 
in the incidence between regions, as for ex- 
ample, local conditions including tempera- 
ture, health facilities, the diet and even the 
nutritional state of the local population 
which are of significance. Tables 1, 2 and 3 


NORTH CAROLINA BAPTIST HOSPITAL 1951-1952 
AMEBIASIS 


Method 
Salt Series Number done 406 
Cysts 2 Number positive 11 
Trophozites % Per cent positive 2.7 
Both 6 (3 in 1 family) 
Total 1] 


TABLE | 


Incidence of positive findings in patients having an average of 
four stool specimens examined after saline catharsis. 


NORTH CAROLINA BAPTIST HOSPITAL 
AMEBIASIS 


1951-1952 


Casual Specimen 
Cysts 3 
Trophozoites 


Number done 382 
2 Number positive 5. 
- Per cent positive 1.3 
and Cysts 5 
Rectal swab 
trophozoites 1 


(3 same family) 


TABLE 2 


Incidence of positive findings in patients having a single ‘‘cas- 
ual” stool specimen examined. 


NORTH CAROLINA BAPTIST HOSPITAL 1948-1952 
AMEBIASIS 


Hepatitis 6 

Liver abscess 2 

Granuloma (colon) 2 

Unrecognized clinically, but found at autopsy 0 
TABLE 3 


Incidence of complications of amebiasis. 
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indicate what we believe to be the incidence 
in Northwestern North Carolina. 

(4) When can the diagnosis be considered 
likely in the absence of laboratory confirma- 
tion and justify treatment? I believe that 
treatment in the absence of laboratory con- 
firmation (either because of the lack of an 
opportunity or possibly the inability to dem- 
onstrate the parasites) would be justified in 
those instances of hepatitis with or without 
abscess formation, since these occur without 
a history of diarrhea or dysentery and in 
patients in whose stools amebae cannot be 
demonstrated. At such times, the seriousness 
of the disease and the potential specificity 
of treatment by far outweigh the risk of treat- 
ment or the uncertainty of the diagnosis. In- 
deed, therapeutic trial of specific medication 
may make the diagnosis. In such instances, 
it is worth noting that a temporary response 
to emetine or chloroquin does not neces- 
sarily mean that the diagnosis is wrong, but 
often that an abscess is present which is too 
large to be resolved without surgical in- 
vention. 

I should like to mention, as well, that I 
recently have seen two instances of colitis, 
typical of that seen in amebic dysentery in 
which the parasite could not be recovered 
from the ulcers, and in whom the stools were 
also negative. Both patients have received 
several days of treatment, one with iodides 
and the other with antibiotics before being 
seen, and both subsided completely with ade- 
quate treatment (carbarsone). I believe that 
it is possible for the parasites to decrease 
sufficiently or be eradicated by partial treat- 
ment when ulcerations of the colon are still 
present and slower to heal, and in such an in- 
stance where the sigmoidoscopic appearance 
was typical, I believe, treatment would be 
justified. 

Far more difficult is the patient with vague 
complaints, lower abdominal discomfort and 
perhaps an occasional day or two of diarrhea, 
in whom the stools are negative except for 
the finding of Charcot-Leyden crystals. I 
have felt that occasionally when such persons 
are seen on an outpatient basis, and it would 
be difficult for one reason or another to have 
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them return for more adequate study, that 
a trial with carbarsone or one of the iodide 
preparations is occasionally indicated. 


Obviously in such cases, marked subjective 
and symptomatic improvement is highly sug- 
gestive that there is a relationship between 
the treatment and the probable presence of 
the disease. Although even then the possi- 
bility that treatment was merely a fortuitous 
coincidence cannot be denied. It is with the 
patients who fail to improve after treatment 
that we are most concerned. I have seen 
many patients whose symptoms, in my opin- 
ion, represented irritable bowel syndromes 
often in neurotic individuals with a multi- 
plicity of other complaints, whose stools were 
said to have contained ameba and in whom 
all symptoms persisted or occasionally were 
aggravated if antibiotics or arsenicals were 
given, even though they were apparently 
successful in eradicating the parasites: that 
is, additional and repeated stool examina- 
tions failed to reveal any organisms. I cannot 
help feeling that in such instances the origi- 
nal symptoms were not due to the presence 
of the parasites and that even though such 
persons should and must be treated, one must 
still evaluate and be familiar with the per- 
sonality of his patient and, in such instances, 
be most cautious in anticipating any marked 
response. Certainly the rapid response of 
frank amebic colitis to treatment would in- 
dicate that the patient with less severe and 
extensive infection should do equally well. 


(5) How do antibiotics compare with the 
old iodide and arsenical preparations? I 
really cannot qualify on this particular ques- 
tion. The relatively small number of patients 
that I see in whom the positive diagnosis can 
be made almost precludes my using numerous 
methods of treatment for evaluation; hence 
I have continued with the old stand- 
bys of carbarsone, yatren, and emetine. I 
can say, however, that the results of treat- 
ment are not satisfactory and in that we 
have had either recurrence and reinfection in 
almost as high as thirty per cent (dysentery) 
although the likelihood of cure after another 
period of treatment seems to be as good as 
in the untreated patients. 
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DIABETIC ACIDOSIS* 
A REVIEW OF FIFTY-FOUR CASES 


By Grover B. SAnvers, M.D.t 
SeYMouR Conen, M.D.t 
and 
J. Ricnarp Gott, Jr., M.D.§ 
Louisville, Kentucky 


The pathogenesis of diabetic acidosis is not 
perfectly understood and there is still con- 
troversy as to the finer details of treatment 
of this condition. It is agreed, however, that 
the primary essentials of therapy are insulin, 
sodium chloride and water. The significance 
of the disturbance in potassium balance is 
realized, and the value of potassium in treat- 
ment is established.'-* The importance of 
phosphorus in carbohydrate metabolism and 
in diabetic acidosis is also recognized, but as 
yet the need for this ion in therapy is not 
well defined.*25° The dosage, rapidity and 
time of administration of these substances 
are not agreed upon by all authorities. Also, 
the administration of glucose at the onset of 
therapy,’ and the use of alkali? are still 
controversial subjects. 

It is the purpose of this paper to describe 
a comparatively simple pattern of therapy for 
diabetic acidosis and to report a study of 54 
cases treated at the Veterans Administration 
Hospital in Louisville during the seven-year 
period from April 15, 1946 until April 15, 
1953. 

METHODS AND MATERIALS 


Each of the 54 cases of diabetic acidosis 
was under the care of a resident on the 
medical service, and with few exceptions, the 
treatment was under the immediate super- 
vision of one of us (J. R. G.) from the time 
the diagnosis of diabetic acidosis was estab- 
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lished. For the purposes of this study, acidosis 
was considered to exist if the carbon dioxide 
combining power was 30 vols. per cent or 
less or if the patient had definite symptoms 
and signs of acidosis. A general routine of 
treatment was used in all cases, but therapy 
was modified according to the needs of the 
individual patient. 

In general, the routine of therapy for a 
case of moderate severity was as follows: a 
urine analysis was done immediately on the 
ward for sugar and acetone and blood was 
drawn and sent to the laboratory for glucose 
and carbon dioxide combining power deter- 
minations. As soon as the diagnosis of diabetic 
acidosis had been established, the patient was 
immediately given 50 units of regular insulin 
subcutaneously, and an intravenous infusion 
of 1,000 cc. of normal saline, containing 50 
units of regular insulin, was started. The in- 
fusion was allowed to run so that the patient 
would receive a liter of fluid and a total of 
100 units of insulin within the first 1 to 
114 hours. Once this initial therapy was in- 
stituted, the patient was examined thor- 
oughly, and a complete blood count and 
urine analysis were done. Urine specimens 
were then tested on the ward every one to 
two hours for glucose and acetone. When 
necessary the patient was catheterized in 
order to obtain urine specimens. If there 
were any signs of infection or other disease, 
appropriate therapy was instituted. Procaine 
penicillin, 600,000 units intramuscularly, was 
given immediately almost routinely during 
the latter part of the study. After the first 
liter of fluid had been given, another liter 
of normal saline containing 50 units of regu- 
lar insulin was started and the patient was 
given another 50 units of regular insulin 
subcutaneously. The second liter of saline 
was run more slowly than the first and 
usually required 114 to 2 hours for admin- 
istration. Blood was then again drawn for 
glucose determination. A third liter of fluid, 
with another 50 units of insulin in the fluid 
and subcutaneously, was usually given and it 
was given even more slowly, usually over a 
period of two to three hours. The type of 
fluid used for the third liter depended on 
the condition of the patient and the blood 
sugar level. If the patient was unable to 
take oral fluids, 5 per cent glucose in normal 
saline was used. 
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It the patient was in profound coma or 
if he did not respond promptly to therapy, 
100 units of insulin subcutaneously and 100 
units in the liter of fluid, were usually given 
initially or in the second or third infusion 
instead of the 50 units as described above. 

As soon as the patient was able to retain 
fluids by mouth, which was usually before 
the third liter of fluid had been finished, 
he was given 200 cc. of sweetened orange 
juice every two to four hours with 10 to 30 
units of regular insulin subcutaneously at the 
same time, the time interval and the dosage 
of insulin being determined by his clinical 
condition, the blood glucose level, and the 
degree of glycosuria and acetonuria. This 
routine was continued until the acidosis and 
ketosis had completely cleared. Bouillon was 
also used and other fluids were allowed as 
desired or tolerated. If the patient was un- 
able to take these fluids orally within four 
hours, blood was drawn for serum potassium 
determination and an electrocardiogram was 
done for evidence of hypopotassemia. When 
indicated, potassium chloride given 
orally or intravenously. 

Sodium bicarbonate was given only if the 
acidosis was very severe or if the patient 
failed to respond to therapy. When used it 
was given in 12 to 20-gram dosage either via 
Levine tube into the stomach or orally in 
divided doses, or 6 to 12 grams per liter of 
normal saline intravenously. Gastric lavage 
was performed only if there was abdominal 
distention or persistent nausea and vomiting. 


RESULTS OF STUDY 


During the seven-year period from April 
15, 1946 to April 15, 1953, 545 diabetic pa- 
tients had 963 separate admissions to the 
Louisville Veterans Administration Hospital. 
These 963 admissions comprised 1.86 per 
cent of the total of 51,563 admissions during 
this period of time. Of this group of diabetic 
patients, 86 had 97 separate admissions for 
ketosis, and in addition there were 43 pa- 
tients who had 54 separate admissions for 
acidosis. The admissions for acidosis com- 
prised 5.6 per cent of the total diabetic ad- 
missions and approximately 0.1 per cent of 
the total hospital admissions. It is with the 
group of 54 admissions for diabetic acidosis 
that this paper will henceforth be concerned. 


Twenty-eight of the 43 patients had had 


DIABETIC ACIDOSIS 


1103 


no known prior episode of ketosis or acidosis, 
whereas 15 patients (34.9 per cent) had had 
one or more such episodes previously. 

On the basis of the mental status of the 
patient, 12 (22.2 per cent) were classified as 
alert, 25 (46.3 per cent) as drowsy, 11 
(20.4 per cent) as semi-comatose, and 6 
(11.1 per cent) as comatose. 


Race Incidence—Of the 43 patients in 
diabetic acidosis, 6 (13.9 per cent) were Ne- 
groes. The incidence of colored patients with 
diabetes and with diabetic acidosis was ap- 
proximately the same as that in white pa- 
tients in relationship to the total admissions 
of each group. 

Age Incidence.—The youngest patient was 
20 years old and the oldest 62 years of age. 
The average age of the patients was 35 years 
and 72 per cent of the patients were under 
40 years of age. 

Duration and Severity of the Diabetes.— 
Fifteen patients (34.9 per cent) were previ- 
ously undiagnosed or untreated diabetics and 
were considered as new cases. There were 13 
episodes (24.1 per cent) of acidosis in pa- 
tients who had had diabetes for over five 
years, and who were presumably well ac- 
quainted with the care of their disease. 


After the diabetes had been controlled, it 
was found that four patients (7.6 per cent) 
required 30 units or less of insulin for main- 
tenance, 20 patients (37.7 per cent) required 
30 to 60 units, and 29 patients (54.7 per cent) 
required 60 units or more for maintenance 
control of their diabetes. 

Admission Blood Sugar Levels——Of the 50 
cases in which initial blood sugar levels were 
recorded, the lowest was 240 mg. and the 
highest 1,214 mg. per cent. In 23 cases (46 
per cent) the blood glucose level was between 
400 and 500 mg. per cent. The average blood 
sugar on admission was 419 mg. per cent. 

Admission Carbon Dioxide Combining 
Power.—Of the 44 cases in which the initial 
carbon dioxide combining power was _ re- 
corded, two were reported as below 10 vols. 
per cent. The average carbon dioxide com- 
bining power on admission was 21.5 vols. per 
cent and there were 23 cases (52.3 per cent) 
with a carbon dioxide combining power of 
20 vols. per cent or less (Table /). 

Dosage of Insulin—During the first six 
hours of treatment, the average amount of 
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insulin given was 201 units. This represents 
60.2 per cent of the total average dose given 
in the first 24 hours. The average amount 
of insulin given in the first 24 hours was 
334 units (Table 2). 

In reviewing the six cases of diabetic 
acidosis which were classified as being in 
coma, it was found that the average blood 
glucose of these cases was almost identical 
with the average blood glucose levels in the 
entire series, and that the average carbon 
dioxide combining power was only about 
6 vols. per cent lower than that of the entire 
group. However, in spite of the minimal 
differences in blood glucose and carbon di- 
oxide combining power, the six cases in coma 
required approximately 50 per cent more 
insulin to relieve the acidosis in comparison 
with the average of all cases (Table 3). This 
would support the concept that the mental 
state is a fairly reliable indication of the 
severity of the acidosis." 

Fluid Replacement.—Three of the patients 
were able to take adequate fluids orally. 
Seven patients received only one liter of fluid 
intravenously, and then were able to take 
sufficient quantities by mouth. Ten patients 
received two liters of intravenous fluid, 20 
received three liters, seven received four liters, 
four received five liters, and one patient each 


ON ADMISSION 


CO, Combining Power Number of Per Cent 
In Volume Per Cent Episodes of Episodes 
10 or less 4 9.1 
11-20 19 43.2 
21-30 13 29.5 
31-40 8 18.2 
Total 44 100.0 


Average 21.5 vols. per cent 


Taste 


AMOUNT OF INSULIN GIVEN IN FIRST 24 HOURS 
PER 6-HOUR PERIODS IN 54 CASES OF 
DIABETIC ACIDOSIS 


Least Greatest Average Per Cent 

Time Period Amount Amount Amount of Total 

Hours Given Given Given Amount 
First 6 40 u. 550u 201 u. 60.2 
First 12 75 u. 995 u 261 u. 78.1 
First 18 95 u. 655 u. 299 u. 89.5 
First 24 135 u. 715 u 334 u. 100.0 

TABLE 2 
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received six, seven, and eight liters respec- 
tively, during the first 24 hours. 

Potassium.—One case received 1.5 grams 
of potassium chloride (20 mEq. of potassium) 
and one received 4.3 grams (57 mEq. of po- 
tassium) orally, two cases each received three 
grams (40 mEq. of potassium) intravenously, 
and another received 1.5 grams (20 mEq. of 
potassium) intravenously. With the possible 
exception of the one fatality (which will be 
presented in some detail later), none of these 
five cases was ever in any clinical difficulty, 
and the use of potassium was more prophy- 
lactic than therapeutic. It is believed that 
the early use of orange juice and bouillon 
with their high potassium content was the 
reason that evidence of potassium deficiency 
did not develop more often. 

Sodium Bicarbonate.—Sodium bicarbonate 
was given in 14 (26 per cent) of the cases. 
Thirteen patients received an average of 18 
grams orally or by Levine tube during the 
first 24 hours. One patient was given 7.5 
grams of sodium bicarbonate intravenously. 

Gastric Lavage.—Gastric lavage was per- 
formed on three cases because of abdominal 
distention or persistent nausea and vomiting. 

Precipitating Factors in the Acidosis.—The 
primary precipitating factor in all of these 
cases of acidosis was poor control, or poor 
control associated with some infectious 
process. 

Results of Therapy.—tIn all cases except 
two, the patients were able to take a liquid 
diet within the first 24 hours and in 18 cases 


Blood Blood 
Sugar CO. Total Amount of Insulin In 
Case Mg. Vols. First 
No. PerCent PerCent 6Hrs. 12 Hrs. 18 Hrs. 2¢ Hrs. 
1 170° 39° 250 410 450 475 
2 374 10.9 330 455 555 655 
i 380 27.5° 295 445 545 595 
t 194 18.9 200 290 290 340 
5 381 10.7 400 460 500 520 
6 421 20.2 500 Exp. 
Average 410 15.7 329 $12 468 517 
Average 
For all 
cases 419.4 21.48 201 261 299 334 


*Blood was drawn several hours after treatment had been 
started, and therefore these figures were excluded in calcu- 
lating averages. 
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(33.3 per cent) the patients were able to take 
a soft diet within this period of time. In 42 
cases (77.8 per cent) the acetone was cleared 
from the urine within 24 hours and in 48 
cases (88.9 per cent) the urine was clear of 
acetone within 50 hours. In nearly all cases 
the patient was clinically well of his acidosis 
within 24 hours, and in all of the cases, ex- 
cept the one that died, the patient was con- 
sidered to be out of danger at the end of this 
period of time. 


There was one death in this series of 54 
cases, representing a mortality rate of 1.85 
per cent. A brief abstract of the single fatality 
follows: 


Case Abstract—A. C. W., a 30-year-old white man, 
a chemical engineer, was admitted to the Louisville 
Veterans Administration Hospital on February 2, 1952. 
It was said that he was stuporous but responded to 
questioning in the admitting office but when he 
reached the ward he could not be aroused. 


History as obtained from his family and_ private 
physician revealed that he had not felt well for sev- 
eral weeks, that he had had polydipsia and polyuria, 
that he had felt tired, and that he had lost about 
20 Ibs. in weight. After a superficial check by his 
family physician he had been placed on crystalline 
thyroxin for the preceding two days, having received 
a total of 0.4 mg. of this drug. Laboratory work had 
not been done to determine the existence of diabetes. 
During the 24 hours prior to admission he had felt 
nauseated and vomited and had become progressively 
more drowsy. 


Physical examination revealed a well developed 
and fairly well nourished individual who was in 
coma. The temperature was 98.8° F., pulse 120, respi- 
ration 32, and blood pressure 90/60. His breathing 
was increased in rate and depth and he showed signs 
of moderately severe dehydration. Otherwise the phy- 
sical findings were not remarkable. 

Laboratory studies at the time of admission showed 
a blood sugar level of 421 mg. per cent and a carbon 
dioxide combining power of 20.2 vols. per cent. The 
urine was strongly positive for sugar and acetone. 


The usual measures to combat diabetic acidosis 
were administered but he did not show any ap- 
preciable change clinically, and about three hours 
after admission his heart action suddenly became very 
rapid and irregular and he went into profound shock. 
Electrocardiograms taken at that time showed left 
bundle branch block, auricular fibrillation, and short 
runs of ventricular tachycardia. The cardiologist felt 
that there were some changes consistent with hypo- 
potassemia. A blood serum potassium determination 
could not be made at that time, but because of the 
suggestive evidence of hypopotassemia, an intravenous 
infusion of one liter of normal saline was given 
containing three grams of potassium chloride (40 
mEq. of potassium). He also received oxygen, plasma, 
epinephrine, coramine, and digitalis. His heart action 
became regular and the rate dropped to 100 but the 
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state of shock did not improve and he died about 
six hours after admission. Blood sugar determinations 
just prior to the cardiac episode showed a level of 
533.2 mg. per cent and the carbon dioxide combining 
power was 31.5 vols. per cent. 


During the six hours of his hospitalization and 
prior to his death he received a total of 500 units of 
regular insulin and three liters of normal saline. He 
excreted 500 cc. of urine during the first three hours 
after admission but only 50 cc. thereafter. 

Autopsy revealed a marked hyperplasia of the 
eosinophilic cells of the pituitary gland. The pan- 
creas, liver, and kidneys were not remarkable and the 
examination was negative otherwise except for 
petechial hemorrhagic extravasations of the pericar- 
dium, and pulmonary congestion, which were con- 
sidered to be terminal manifestations. 

There are several factors in this case which 
are obscure or which we were unable to evalu- 
ate. We do not know what role the hyper- 
plasia of the pituitary gland or the thyroid 
medication may have played in the behavior 
of this patient. We believe that the mechan- 
ism of death was the cardiac arrhythmia 
which caused or was associated with the pro- 
found shock. The cause of the cardiac 
arrhythmia is not known but it is believed 
that potassium imbalance may have been a 
factor in its occurrence. 

Complications of Therapy.—The only com- 
plications of therapy were two instances of 
hypoglycemia, both of which responded 
promptly to the administration of glucose. 


DISCUSSION 


We believe that diabetic acidosis can be 
treated effectively with a minimum of labo- 
ratory assistance if the physician exercises 
good clinical judgment and is fully aware 
of the fluid and electrolyte disturbances that 
may occur. Frequent examinations of the 
urine for sugar and acetone are necessities. 
Blood glucose and carbon dioxide combining 
power determinations are important and 
should be obtained if possible. The carbon 
dioxide combining power is helpful in con- 
firming the presence and degree of acidosis, 
and the blood sugar levels are important as 
indications of insulin sensitivity and in de- 
termining the need for glucose in therapy. 
Electrocardiograms and serum _ potassium 


studies should be done if potassium imbal- 
ance is suspected. 

The relative insulin insensitivity of pa- 
tients in diabetic acidosis is generally recog- 
nized. For that reason, we used relatively 
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large amounts of insulin early in the course 
of treatment. We did not encounter any cases 
of extreme insulin resistance, with the pos- 
sible exception of the single fatality, and did 
not find it necessary at any time to use mas- 
sive doses of insulin. 

There is still some difference of opinion 
concerning the type of fluid to be used 
initially in these cases. Hypotonic saline con- 
taining sodium lactate or bicarbonate as ad- 
vocated by Butler,'* or a solution that is 
truly isotonic in respect to both its sodium 
and chloride content as recommended by 
others, ® would probably be preferable to 
normal saline. Such solutions are not com- 
mercially available at the present time but 
must be prepared from stock solutions. Many 
authors? !8 continue to advocate and use nor- 
mal saline with good results. We feel, there 
fore, that for the practitioner who must rely 
upon commercially available solutions, nor- 
mal saline can be used with success. It sup- 
plies needed sodium chloride and water and 
the excess chloride will be excreted, provided 
renal function is not seriously impaired. It 
should be emphasized that the use of saline 
parenterally involves some risk of cardiac em- 
barrassment if it is given in excess. It is 
usually advisable to give the saline more 
slowly in older patients and in those with 
cardiac disease. 

We are sufficiently impressed by the 
chances of potassium deficiency to consider 
it to be a good practice to add 1.5 grams of 
potassium chloride (20 mEq. of potassium) 
to one of the liters of intravenous fluid if 
the patient cannot retain orange juice or 
bouillon within four hours after therapy has 
been started and if facilities are not available 
for doing an electrocardiogram or making 
serum potassium studies. If potassium is given 
in this manner as a prophylactic measure, it 
should be given slowly (1 liter of fluid con- 
taining 20 mEq. of potassium in not less 
than three hours), and only if the patient 
has good renal function and a good urine 
output. If there is clinical and laboratory 
evidence of potassium deficiency, then, of 
course, the potassium therapy would need 
to be more vigorous. Under such circum- 
stances we would use three to six grams of 
potassium chloride (40 to 80 mEq. of potas- 
sium) per liter of intravenous fluid and would 
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give the solution fairly rapidly and under 
careful observation until the signs of potas- 
sium deficiency had been alleviated. 


SUMMARY AND CONCLUSIONS 


A study of 54 episodes of diabetic acidosis 
which were treated at the Veterans Adminis- 
tration Hospital, Louisville, Kentucky, over 
a period of seven years has been presented. 
There was a mortality of 1.85 per cent in 
this group and a brief abstract of the one 
fatality was presented. It was felt that po- 
tassium imbalance may have been a factor 
in the mechanism of death in this case. 


A general method of management of 
diabetic acidosis has been described, based 
on the use of normal saline for initial fluid 
and electrolyte replacement and the use of 
moderately large amounts of insulin during 
the first six hours of therapy. The average 
case of moderate severity in this series re- 
ceived two or three liters of normal saline 
and about 200 units of regular insulin during 
the first six hours of treatment and received 
300 to 400 units of regular insulin during 
the first 24 hours. 


It should be emphasized that any routine 
of treatment will require modification ac- 
cording to the facilities available and the 
needs of the individual case. It is believed 
that diabetic acidosis can be treated effec- 
tively with a minimum of laboratory assist- 
ance providing the physician exercises good 
clinical judgment and is fully aware of the 
fluid and electrolyte disturbances that may 
occur. It is important that the physician be 
on the alert for evidence of hypoglycemia 
and hypopotassemia, particularly after the 
first three or four hours of therapy. 
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EMOTIONAL ASPECTS OF HEAD 
INJURY* 


PSYCHOTHERAPY OF POST-TRAUMATIC NEUROSIS 


By Georce G. Merritt, M.D. 
Baltimore, Maryland 


All injured people suffer some emotional 
consequences of their injury, in addition to 
the physical effects of trauma. This is espe- 
cially true in cases of head injury. When they 
are treated as if their injuries were purely 
physical, the emotional damage is likely to 
persist and to become incapacitating. They 
are then met with accusations of malingering, 
receive scant sympathy from the surgeons in 
compensation clinics, and may understandably 
develop feelings of hopelessness or resentment. 
Often this delays their recovery for many 
months, often leads to much unnecessary liti- 
gation, and they may go on to become perma- 
nently disabled, costing the insurance com- 
pany more in the end than if adequate psy- 
chiatric treatment had been provided early in 
the course of the neurosis. An acute neurosis 
of recent origin is usually easy to cure, while 
a long continued anxiety is more difficult, es- 
pecially when reinforced by listening to long 
discussions of their cases by doctors and law- 
yers in court, as well as by months of brood- 
ing and worry. There is little deliberate falsi- 
fication of symptoms in most people, but 
much subconscious elaboration of symptoms 
in an emotionally disturbed person. With pre- 
ventive medicine widely practiced elsewhere 
in our civilization, it is indeed surprising how 
little prevention of emotional complications 
of injury is attempted. Much attention is given 
to surgery, physiotherapy, and the other ther- 
apies of trauma, but little to the psychother- 
apy of injured persons. With all the advances 
that psychiatry has made in recent years, and 


*Received for publication November 25, 1953. 
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the generally accepted importance of the con- 
cept of psychic trauma, it is indeed surprising 
that few injury cases receive the benefit of any 
psychiatric evaluation or treatment. The psy- 
chiatrist is usually not asked to examine a case 
of traumatic neurosis until the neurotic pat- 
tern has become well established, when a psy- 
chiatric opinion might be of some legal value 
in establishing or disproving the existence of 
permanent disability of a psychogenic nature. 
Necessary as this may be from the legal stand- 
point, it is a grave injustice to the emotionally 
injured person to withhold the type of treat- 
ment most needed, on the naive assumption 
that the injured person is well as soon as his 
visible physical wounds have healed. 


The Nature of Post-Traumatic Neurosis.— 
While it is generally accepted that an injured 
person is entitled to some financial compensa- 
tion, it is a gross over-simplification to assume 
that all post-traumatic neuroses are motivated 
by a desire for financial gain. The amount of 
money provided by our industrial compensa- 
tion laws is always a small fraction of what 
the injured person could be earning if work- 
ing. When money is among the psychogenic 
factors in a post-traumatic neurosis, its signifi- 
cance is often symbolic, being a tangible token 
that the company cares enough for the indi- 
vidual to want to do something to help. The 
same assurance of caring could be provided far 
more economically by supplying psychother- 
apy to the injured person. Fear and resent- 
ment are more easily prevented than cured, 
and it is these emotions rather than greed 
that usually motivate injured persons in their 
claims for damages. 


In considering how an accident can upset 
the emotional equilibrium of a person, we 
find a useful parallel in the physical field of 
heart disease. Anv heart has a certain amount 
of reserve strength that enables it to meet the 
demands of life. When the demands exceed 
the limit of cardiac reserve, decompensation 
results, the heart being no longer able to do 
its work successfully. So it is with emotional 
strength. A person may be able to meet life’s 
ordinary difficulties without exceeding his 
emotional reserve strength, but an excessive 
demand for emotional strength may precipi- 
tate the state of emotional decompensation 
that we call neurosis, or, in its extreme form, 
psychosis. The person’s inherited emotional 
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characteristics, together with his life’s experi- 
ences, especially those that affected his emo- 
tional development, are important in deter- 
mining just how much reserve emotional 
strength is present to meet life’s demands. A 
person whose emotional development has been 
retarded by unfavorable influences in child- 
hood will have less emotional strength to meet 
any unusual demand. Such individuals may 
even find life’s ordinary everyday difficulties 
enough of a problem to produce emotional de- 
compensation, or neurotic symptoms. Others 
can stand a considerable amount of strain 
without giving evidence of distress. But every- 
one has his limits of emotional reserve strength. 
The more sudden and the more severe the 
emotional trauma or strain, the more likely 
it is to produce a state of emotional decom- 
pensation manifesting itself in neurotic symp- 
toms. Of all the difficult experiences in life, 
injury, or the threat of injury or incapacita- 
tion or death, is among the most difficult to 
tolerate. This is particularly true when the 
injury involves the head, due to the pre- 
eminently important role that we customarily 
assign the head in the conduct of our lives. In 
our complex competitive civilization, anyone 
whose brain is incapable of adequate function 
is at a hopeless disadvantage, and to almost 
everyone the idea of injury to the brain carries 
the connotation of possible inability to carry 
on life’s usual activities. Fear results, together 
with various symptoms referable to the head, 
and usually considerable resentment against 
the company or party thought to be responsi- 
ble for the injury. 

In the cases of post-traumatic neurosis 
studied, it was found that these individuals 
were all rather immature emotionally, usually 
as a result of some unfavorable factor in early 
life, such as over-protection by a dominating 
mother during childhood. All had a rather 
limited emotional reserve strength, although 
life had not demanded much of them previ- 
ously in some cases. Some had had former 
evidence of emotional decompensation, but 
all had been making a fairly adequate adjust- 
ment to life at the time of the injury. The in- 
jury occurred as a cataclysmic threat to their 
security, and the whole precarious emotional 
structure of their lives was threatened. They 
reacted with fear, sometimes to the point of 
panic, with the usual bodily accompaniments 
of fear, such as rapid heart action, sweating, 
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and inability to relax. Then, when their 
symptoms were not taken seriously by anyone 
except their closest relatives and their law- 
yers, resentment developed, and considerable 
hostility was often expressed toward the com- 
pany or individual held responsible for their 
injury. As litigation seemed their only way 
of expressing their resentment, except in their 
symptoms, they had all started legal action 
against those that they considered responsible 
for their suffering. Because of the intensity 
of their anxiety and resentment, they rejected 
all attempts at legal compromise, and pushed 
their claims vigorously. As soon as a good 
psychotherapeutic relationship had been es- 
tablished, their change in attitude was re- 
markable, in that their resentments subsided 
along with their anxiety, leading them to 
welcome the termination of legal proceed- 
ings, and in some cases to drop their legal 
action altogether. The financial implication 
of this, from the standpoint of casualty in- 
surance, is obvious. 


The following cases, selected because of their 
lack of demonstrable organic brain pathology, 
from among many successfully treated, illus- 
trate the importance of psychiatric treatment 
in cases of traumatic neurosis. 


CONSERVATIVE PSYCHOTHERAPY 


Case 1.—S. G., a 22-year-old secretary, was first seen 
16 months after an automobile accident in which she 
sustained fractures of her skull, pelvis, and both legs, 
together with lacerations of her face and hands. She 
had been thrown against the windshield in the acci- 
dent, and had been unconscious for about two weeks 
afterwards. Since then, she had been nervous, depressed, 
irritable, and anxious, feeling tired all the time, and 
unable to eat much. She was afraid to try to return 
to work because of feelings of acute anxiety and panic. 
She was one of the younger children of nervous par- 
ents. Because of her extreme anxiety, she was treated 
conservatively, with reassurance and emotional support. 
Being a rather dependent person, she was happy in 
this relationship, and showed rapid improvement. After 
the third visit, she was able to resume part-time work. 
After the seventh visit, she was able to work full-time. 
After the eighth visit she was well enough to be dis- 
charged, being happy in a new job, leading an active 
social life, and no longer worrying about anything. 
During the 16 months without any psychotherapy, she 
had become steadily worse, but in only eight psycho- 
therapeutic visits she had recovered completely. 


Case 2.—N. S., a 60-year-old Jewish Lithuanian, was 
struck on the head by an elevator door six weeks previ- 
ously. He was not knocked unconscious by the blow, 
and had no definite evidence of brain injury, but be- 
came very depressed, tense, anxious, afraid that he had 
lost his mind, and afraid that his relatives hated him. 
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He remained in his room most of the time, bemoaning 
his fate continually. On examination, he was full of 
bizarre complaints, was disoriented and very depressed, 
with a poor memory, poor ability to retain new im- 
pressions, poor ability to calculate, and poor judgment. 
He was said to have been cheerful, alert, and hard- 
working before the accident, but at the time of the 
first examination he was psychotic enough to warrant 
commitment to a mental hospital. However, it was de- 
cided to try office psychotherapy, to avoid the neces- 
sity of hospitalization if possible. A good rapport was 
established. By the second visit, he had improved no- 
ticeably, and his intellectual deficit and his depression 
were less apparent. By the fifth visit, he was cheerful 
and able to talk freely, with no more anxiety, tension, 
or depression apparent. He was sleeping well at night, 
and showing a healthy interest in his surroundings by 
day. By the sixth visit, he was entirely well, planning 
to return to work, able to participate in all his former 
activities, and free from complaints, after only six visits. 


Case 3.—E. R., a 42-year-old longshoreman, had been 
hit across the face by a heavy wire cable a year before 
his first visit, the blow breaking his nose and knocking 
him unconscious for several minutes. Since then, he 
had been tense, anxious, and irritable, with frequent 
headaches, dizziness, and attacks of acute anxiety. He 
had withdrawn from all his former social and recrea- 
tional activities, was not able to work regularly, and 
was resentful toward the company for not having done 
more to help him. He was so restless at the time of 
the first visit that it was hard for him to sit still, so 
that much of the interview was conducted while he 
paced about the room, holding his head with both 
hands. He had been the youngest of many children of 
a domineering Polish mother, and had grown up with 
a somewhat defensive attitude toward life, but had 
never been incapacitated by nervousness before, and 
had done regular waterfront labor ever since leaving 
school at the eighth grade. He was given considerable 
opportunity to express his resentments and fears, and 
was reassured that he would not be incapacitated and 
that he would again be the strong man he had always 
been. By the end of the first three visits, he was 
practically free from anxiety. After a total of nine 
visits he was so well that he was discharged as cured, 
able to work long hours without difficulty, able to 
participate in all his former recreational activities, 
calm, relaxed, cheerful, and free from anxiety. 


HYPNOTHERAPY 


Case 4.—F. K., a 33-year-old baker, when first seen 
was in a state of extreme anxiety. He sat rigidly on the 
edge of his chair, seemingly unaware of what went on 
about him, preoccupied with his frightening thoughts, 
his hands tightly clasped, volunteering little spontane- 
ous information. He had been struck by an automobile 
six weeks previously, with an injury to one leg. He 
became very nervous after the accident, had not been 
able to sleep or relax, was hardly able to go out of 
the house because of his constant fear, jumping at the 
slightest noise. His wife said that he had always been 
nervous and in the habit of checking and rechecking 
everything, but that he had never been so nervous and 
irritable until the accident. He had been the fifth of 
eight children of a stern domineering Polish mother 
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who had always been a rigid disciplinarian, but never 
affectionate. Two months of conservative psychother- 
apy produced no appreciable benefit, and he remained 
tense, anxious, and miserable. Hypnosis was then done, 
with encouragement to relive his terrors in the hyp- 
notic trance, followed by reassurance and emphasis on 
the realities of life. Seven such hypnotic treatments 
were given, at gradually increasing intervals of time, as 
his freedom from symptoms lasted progressively longer. 
By the end of six months after the accident, he was 
entirely free from symptoms, and was calm, cheerful, 
self-confident, and has remained so for the six months 
since the last treatment. He is working every day, and 
no longer worrying about his accident. 


NARCOTHERAPY 


Case 5—L. F., a 24-year-old seaman, was trapped 
aboard a burning tanker one month before his first 
visit, following a ship collision at sea. He had had a 
harrowing experience, hearing the screams of his dying 
comrades, unable to free himself from the tanker until 
it almost sank, suffering severe burns, followed by pro- 
longed immersion until he was finally rescued. Since 
then, he had been nervous, tense, easily startled, un- 
able to sleep well, with many nightmares at night, and 
a tired feeling all day. He had always felt well previ- 
ously. On examination, he was very tense and anxious, 
with sweaty hands. After intravenous injection of so- 
dium amytal,® he described in great detail his terrify- 
ing experiences aboard the burning tanker, his efforts 
to escape death, and his feelings of despair and guilt 
at seeing his friends killed while he escaped. After 
thorough ventilation of his feelings, he was reassured 
that it was all in the past, that he need not feel guilty 
about the death of his friends, and that he was now 
safe and ready to live. He remained free from tension 
and anxiety after this one amytal® interview, and three 
subsequent visits at monthly intervals showed him to 
be calm and cheerful, able to resume work ashore four 
months after the accident. 


ELECTRIC SHOCK THERAPY 


Case 6.—W. S., a 69-year-old clerk, when first seen 
was extremely depressed, sitting staring into space, not 
talking, answering questions only in monosyllables. He 
had fallen while at work two weeks previously, fractur- 
ing the neck of one femur. This fracture was reduced 
and nailed by the orthopedic surgeon, but he became 
progressively more depressed following the operation. 
He had had an episode of depression 25 years previ- 
ously, which had necessitated his spending nine years 
in a state mental hospital. Because of the danger of 
suicide, and because of his family’s refusal to have him 
sent again to a mental hospital, electric shock treat- 
ments were given in the general hospital where he was 
still convalescing from his fracture. Six electric shock 
treatments were given during a ten-day period, by the 
end of which time he had completely recovered from 
his depression, and was calm, cheerful, confident, and 
looking forward to returning to work. He has remained 
well during the six months since his last treatment. 


COMMENT 


In these six cases, as in the many others not 
included in this report, the essential problem 
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was an incapacitating emotional reaction to 
injury, that was out of all proportion to the 
actual physical damage. In two of these cases, 
this emotional reaction had persisted for more 
than a year since the accident. During the time 
since they were injured, little had been done 
for these people as people. They had been 
given the necessary surgical treatment and as- 
sumed to be well as soon as their wounds were 
healed, without regard to the fact that as peo- 
ple they were still frightened by their experi- 
ence. Further complaints from them had been 
met by skepticism, doubt, and even derogatory 
remarks regarding their motives in complain- 
ing. What psychiatric treatment accomplished 
was to treat them as persons, to accept their 
complaints with tolerance and with reassuring 
explanations, and to help them meet life more 
effectively at their own level. Attention was 
not focused on the intensive analysis of their 
past emotional development, but rather on 
their reaction to the injury. They were ac- 
cepted as they were, individuals of limited 
emotional strength, reacting to frightening sit- 
uations with fear and anxiety. All were rather 
dependent persons, who were relieved to find 
that they could let the large kindly fatherly 
therapist do their worrying for them. Like 
frightened children, they were calmed by reas- 
suring attention from a kind parent-figure. 
They were then encouraged to return to their 
life activities as soon as possible, to avoid any 
prolonged dependence on the therapist. Visits 
were scheduled according to the amount of 
emotional support needed in each case. Too 
little emotional support would have kept their 
anxiety active, while too much would have 
kept them helpless and dependent. Much of 
the art of treatment consists of knowing when 
enough treatment is enough. When the usual 
psychotherapeutic methods were not enough, 
accessory methods such as hypnosis, narcosis, 
or electric shock therapy proved valuable, but 
these were seldom necessary. Treatment in a 
private office added to their feeling of per- 
sonal worth. At least two of these cases were 
in a state where mental hospitalization was 
seriously considered, but such hospitalization 
would almost certainly have delayed their re- 
covery, as well as adding greatly to the costs. 
Kindness, acceptance, understanding, reassur- 
ance, and encouragement to return to any ac- 
tivities that gave them satisfaction, were the 
basic psychotherapeutic attitudes of the ther- 
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apist, and they reacted to this as frightened 
children are calmed by a kindly, reassuring 
father. Flexibility in meeting their individual 
needs assured the maximal improvement in 
the minimal time. 


SUMMARY 


The great need of more prompt and more 
effective treatment of the emotional aspect of 
injuries is emphasized, with illustrative cases 
showing how promptly post-traumatic neuro- 
ses and psychoses can be relieved by adequate 
psychotherapy. 


SOMATIC MANIFESTATIONS OF 
GENITAL TRACT DISEASE IN 
THE MALE* 


By Irvine Victor, M.D. 
Savannah, Georgia 


Diseases of the lower urinary and genital 
tracts of the male are not uncommon but are 
frequently unrecognized and misdiagnosed. 
It is the purpose of this presentation to review 
the presumptive mechanisms and etiologies of 
these referred pain syndromes with the hope 
that they may be more easily recognized and 
diagnosed. 


Neuroanatomy.—A thorough understanding 
of pain arising from the genitourinary tract 
requires knowledge of the basic neuroanatomy 
that is involved. Recent work by Hollinshead! 
has greatly improved our understanding of 
this fundamental, but heretofore poorly in- 
vestigated, subject. 

Consideration of the motor innervation to 
these tissues will be purposely omitted. Suf- 
fice it to say, that for all practical purposes, 
it is under sympathetic control. 

Our concepts concerning afferent pathways. 
particularly those for pain from the pelvis, 
have undergone profound alterations in rela- 
tively recent years. The superior hypogastric 
plexus, once regarded as the chief or only 
pathway for pain arising in the pelvic viscera, 
is no longer generally accepted in such 
primacy. While the afferent fibers of the 
testis and epididymis accompany sympathetic 
fibers, many if not all of the afferent fibers of 
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the prostate and seminal vesicles apparently 
accompany parasympathetic fibers, and there- 
fore enter sacral nerves 2, 5 and 4 through the 
nervi-erigentes.! 

Understanding of the afferent innervation 
of the male genital tract is not, however, com- 
pletely clear. No information exists concern- 
ing afferent pathways other than those con- 
cerned with pain, yet the rhythmic contrac- 
tion of the smooth muscle of the genital tract 
is believed to be a major factor in producing 
sensation during orgasm. Whether this in- 
volves fibers accompanying the sympathetic 
or the parasympathetic systems is not known. 
Sympathectomies may abolish the orgasm but 
this could reasonably be expected since such 
surgery tends to prevent ejaculation. More- 
over, according to Learmonth? a sympathec- 
tomized individual may experience a “psychic” 
orgasm at coitus which is indistinguishable 
from that formerly accompanying ejaculation. 

While pain from the region of the bladder, 
possibly including also the seminal vesicles 
and prostate, may sometimes be alleviated by 
section of the hypogastric plexus (Lear- 
month’), there is no evidence that this con- 
stitutes an important pathway for pain from 
these organs. As pointed out by Learmonth, 
such relief of pain as is obtained may be due 
to vasodilation as well as to section of some 
afferent fibers. Further, he found that the 
chief afferent nerve supply of the region of 
the prostatic urethra travels with the sacral 
innervation to the bladder. It seems distinct- 
ly possible that the fibers for pain from the 
region of the bladder that travel in the hypo- 
gastric plexus have their endings in the peri- 
toneum over the bladder. Such pain can be 
alleviated only to the extent to which the 
pertinent peritoneal sensation may be sup- 
pressed. 


White, Smithwick and Simeone? state, with- 
out discussing the question, that pain from 
the prostate is mediated by sacral nerves. The 
latter is true of the entire urethra, but the 
prostatic and membranous portions are in- 
nervated through the pudendal nerves, which 
are, of course, peripheral. Dispute prevails as 
to the exact point at which the two types of 
innervation overlap; it is generally believed to 
be at or a little beyond the lower border of 
the urogenital diaphragm. In any case, the 
sacral segments involved are the same because 
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both the pudendal nerves and the nervi- 
erigentes commonly arise from S-2, 3 and 4. 


The afferent innervation of the vas deferens 
is apparently not known. It might be ex- 
pected from the foregoing discussion that its 
testicular end is innervated by fibers accom- 
panying the sympathetic (as in the case of 
the epididymis and testis) and its pelvic end 
by fiber of the nervi-erigentes (as in the case 
of the seminal vesicles and prostate). Kuntz 
and Morris® reported that the subepithelial 
plexus in the vas deferens of the cat and the 
rat is apparently composed of afferent fibers 
which take both courses with sympathetic and 
parasympathetic elements. These writers did 
not draw any distinction between the distribu- 
tion of the two sets of fibers. 


The afferent nerve supply of the testis it- 
self is derived from fibers descending along 
the internal spermatic artery; no other nerves 
have to date been traced to the testis. Noth- 
ing apparently is known concerning the num- 
ber of afferent fibers to the testis, or their 
type of ending. They are probably exclusively 
concerned with pain. Since the nerves to the 
testis originate at about the lower border of 
the celiac plexus, the afferent fibers from the 
gonad necessarily traverse this sympathetic 
plexus and the upper lumbar or lower thoracic 
sympathetic chain. The segments, over which 
pain from the testis is usually said to enter 
the spinal cord, are those of the tenth, eleventh 
and twelfth thoracic. In 1933, Woolard and 
Carmichael’ presented evidence suggesting 
that the highest level at which pain from 
the testis enters the spinal cord is the tenth 
thoracic segment. Even if this were the most 
common situation, variations frequently oc- 
cur. For example, Mitchell® in 1935 cited a 
case in which testicular sensation appeared to 
be normal in an individual with spinal anes- 
thesia to the level of T-10. In a later com- 
munication (1938) he? described a similar 
instance in which testicular sensation appeared 
to be normal when the level of the anesthesia 
was at T-10; however sensation dulled, but 
was not abolished when the anesthetic level 
was at T-8. Sensation was not completely lost 
until the level of about T-5 was reached. 


Pain from the epididymis, not usually dis- 
tinguishable from pain from the testis, tra- 
verses a similar but slightly different route. 
Because the nerves to the epididymis arise 
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from the superior and inferior hypogastric 
plexi, the afferent pathway necessarily in- 
volves the superior hypogastric (presacral) 
plexus; the fibers then ascend from the pelvis 
through the aortic plexus, or the lumbar 
chains or both. Finally the afferent fibers 
depart the sympathetic system and enter the 
spinal cord through the eleventh and twelfth 
thoracic and first lumbar nerves. Variations 
in the segmental afferent innervation of the 
epididymis, comparable to those cited for the 
testis, presumably exist, but have apparently 
not been investigated. This is also true for 
the prostate and seminal vesicles. 


Localization of pain in the testis (and pre- 
sumably the epididymis) depends upon the 
integrity of the posterior scrotal branches of 
the pudendal nerves. Woolard and Car- 
michael® found that only when these nerves 
(arising usually from the second, third and 
fourth sacral roots) were intact, was testicular 
pain correctly localized; otherwise it was re- 
ferred to cutaneous sensory areas. After these 
writers effected anesthetic blockage of the 
posterior scrotal nerves, pain from the testis 
was referred to the first lumbar cutaneous seg- 
ment, through the genitofemoral nerve (us- 
ually L-1 and L-2). When the genitofemoral 
nerve was also blocked, the pain was found to 
be referred to the tenth thoracic segment, the 
level of entrance of the visceral afferent fibers 
of the testis. The same studies also disclosed 
differences in intensity of stimulus necessary 
to produce reference of pain from the testis. 
Minimal pain stimulation was required for 
referring pain to the testis itself; a greater 
intensity of testicular pain was referred to 
somatic areas supplied by the first lumbar 
segment. The stimulus had to be still further 
increased before testicular pain was referred 
to somatic areas supplied by the tenth thoracic 
segment. 


Afferent impulses from the lower ureter 
come into intimate relationship with the 
spinal segments supplying the bladder, penis 
and scrotum and can cause pain in defecation, 
ejaculation and urination (Turley)?®. 


DIAGNOSIS 


The diagnosis of diseases of the lower uri- 
nary and genital tracts in the male requires a 
careful urological history, physical examina- 
tion, applicable laboratory analysis, radiogra- 
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phy and special urological studies such as 
excretory urography, cystoscopy, retrograde 
pyelography and vesiculography. 

Thorough urological history and physical 
examination can provide the examiner with 
much pertinent information. Painful defeca- 
tion with duplication or accentuation of ab- 
dominal pain is frequently due to prostatitis 
or seminal vesiculitis. Urgency, frequency and 
the feeling of incomplete emptying of the 
bladder may lead to discovery of calculus or 
other obstruction in the lower ureter. Pain 
occasioned by lesions of the lower ureter quite 
obviously may simulate visceral pain else- 
where, as in the bladder, appendix, sigmoid or 
rectum. A careful rectal examination may 
reveal the presence of a swollen, tense pros- 
tate or of similarly affected seminal vesicles. 
Duplication of pain may be elicited by gentle 
but firm pressure of the affected part. Al- 
though testicular pain may be referred to a 
much higher level, the pathology may be easily 
localized by observation and palpation of the 
testes. In short, thorough examination may 
preclude ill-advised or unnecessary abdominal 
exploration. 


Appropriate studies in the laboratory will 
usually confirm findings of genitourinary 
disease. Expressed prostatic secretions and 
mixtures of secretions from the prostate and 
seminal vesicles usually contain many leuko- 
cytes and thick mucus with degenerated ery- 
throcytes and epithelial cells. Urinalysis is 
very important, particularly in the presence of 
ureteral calculi; the finding of erythrocytes in 
the urine is almost conclusive evidence of uri- 
nary tract disease. One must bear in mind 
other acute inflammatory processes which may 
irritate the ureter. The resulting ureteritis 
can present similar urinary findings and er- 
roneously suggest primary disease of the lower 
ureter. Such secondary ureteral irritation can 
be associated with appendicitis, seminal vesic- 
ulitis and general pelvic inflammatory dis- 
ease. 

Endoscopy is a valuable adjunct to correct 
diagnosis, but should often be prudently re- 
served for the subsiding phases of acute 
genital tract disease. The reddened, shaggy 
posterior urethra identifies acute prostatovesic- 
ulitis. Not infrequently, the examiner may 
see pus exude from the ejaculatory ducts. 


Excretory urography is an excellent means 
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of determination of radiopaque calculi and 
upper urinary tract obstruction, whether it 
be due to stone, clot or tumor. 

Vesiculography is of questionable value. It 
may be performed either by injecting the ra- 
diopaque contrast agent into the vas deferens 
or by catheterizing each ejaculatory duct. 
Gross pathological changes in the ampulla- 
vesicle junction are usually late findings, but 
are of positive diagnostic value according to 
Harlen.?° 


DISCUSSION 


Consideration of whether pain is a sensation 
or a mental concept is beyond the scope of 
this paper. Perhaps pain represents a combi- 
nation of the two perceptions, depending on 
the physical condition present and on the 
mental reaction of the patient. Well-estab- 
lished pain usually signifies disease of one 
part or another, but extensive tissue damage 
may occur without pain. Conversely severe 
pain may be caused by lesions which are only 
slight.11_ Objective evaluation of pain com- 
prises the chief function of the physician, for 
proper therapy depends upon his alert reac- 
tion to the patient’s basic problem, psychic or 
somatic. 


Location, character and intensity of pain 
should be thoroughly noted. Whether it is 
superficial or deep (somatic or splanchnic) 
should be ascertained in terms of the relation- 
ship that it may bear to other physiologic 
processes, such as defecation, urination, and 
menstruation. Intensities of pain must be re- 
lated to the patient's sensitiveness to pain. 
The duration of time that the pain has ex- 
isted is extremely helpful. Associated motor 
and sensory phenomena are also invaluable in 
assisting the examiner. Radiation of pain, 
whether downward or upward in certain re- 
mote skin areas, may have significant bearing 
upon identification of deep-lying lesions. In 
addition reflex motor manifestations at a dis- 
tant site from the offending lesion may ac- 
company pain. 

The various circumstances under which the 
pain can be relieved or by which the pain 
can be reproduced or exaggerated is impor- 
tant in ascertaining the location of the dis- 
eased organs. 


Various descriptive terms such as throbbing, 
sickening, colicky, stabbing, knife-like, dull, 
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bearing-down, are used by patients to describe 
their pains. The pathologic implication of 
these terms is seldom clear. Throbbing pain 
may often be noted in acute inflammatory le- 
sions accompanied by tension of the tissues. 
The term “sickening” may be applied to pain 
that is associated with nausea and vomiting. 
“stabbing,” “knife-like” or “colicky” pain may 
occur with the sudden onset of obstruction in 
a tubular viscus. A dull or heavy pain usually 
occurs in a relatively movable viscus, which 
has enlarged in size so that its capsule is 
stretched. “Bearing-down” pain may be due 
to painful contraction of the muscular walls of 
a viscus. If any painful stimulus is continued 
for long, the sensation experienced may be 
“burning” in nature. This feature is noted 
more often in superficial parts supplied by 
somatic nerves than in the internal organs 
which are thought to receive their sensory 
nerves from the splanchnic portion of the 
nervous system (LeComte)."! 


Because of their deep situation in the body 
and complex function, investigation of the 
nerve-reactions of the genitourinary organs 
to normal and abnormal stimuli is extremely 
difficult. Clinical observations of patients 
noted repeatedly by different clinicians in the 
course of evaluation of various symptom- 
complexes appear to be of greater pragmatic 
value to date in the management of visceral 
pathology than experimental efforts with lab- 
oratory animals. 


Pain in a normal viscus may result from 
disease in a distant organ through a viscero- 
motor reflex (Harlen).!° Cady and Deahn" 
reported an interesting case of misdiagnosed 
prostatovesiculitis which was thought to be 
cholecystitis. They emphasize that this gall- 
bladder surgery would not have been per- 
formed had an understanding of the referred 
pain complex been understood. 


Although pain and tenderness are frequently 


SEGMENTAL AREAS TO WHICH PAIN IS REFERRED 


Male 
Ureter D-11, D-12, L 
Testes D-10 
Epididymes D-11 and D-12 
Bladder D-11, D-12, L, S-3, S-4 
Prostate D-10, D-11, S, S-2, $-3, 


Seminal vesicles D-11 and D-12 


TABLE 1 
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manifested in the tissues overlying a diseased 
organ, they may be also experienced by the 
patient in distant tissues far from the infected 
organ.'* A given spinal segment provides au- 
tonomic nerve fibers to a visceral area and 
somatic nerves to a given area of skin known 
as a dermatome (Table 1). These impulses, on 
entering the spinal cord, excite the cells of the 
corresponding somatic center. New impulses 
originating in these cells travel along the usual 
pathways to the thalamus which projects or 
refers the sensation to the somatic area. In 
this way spontaneous pain in superficial struc- 
tures distant from this diseased site is ex- 
plained.'$ 


From the preceding discussion one can 
readily understand that the incidence of mis- 
diagnosis of abdominal disease can be re- 
duced by a thorough intelligent differential 
diagnosis. 

SUMMARY 


(1) The neuroanatomy of the male genital 
tract is reviewed. 

(2) Differential diagnosis of male genital 
tract disease is made. 


(3) Segmental pain distribution and eval- 
uation of pain arising from the male genital 
tract is discussed. 


(4) A plea is made for adequate study of 
the referred pain complex to avoid injudicious 


operations in inadequately diagnosed abdomi- 
nal disorders. 
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DISCUSSION (Abstract) 


Dr. Charles E. Rieser, Atlanta, Ga—I should like 
to mention three patients. Each one complained of 
nothing but pain in a testis, yet the testicle was per- 
fectly normal upon examination. When the upper 
urinary tracts were studied I found a stone in the 
pelvis of the kidney of one patient, a stone in the 
upper third of the ureter of another, and homolateral 
ureteral obstruction in a third. Each was completely 
asymptomatic insofar as suggesting disease of the upper 
urinary tract was concerned. The nerve supply to the 
testis is from the tenth thoracic segment. This is the 
same segment from which the kidney derives its nerve 
supply. Thus, a pathologic condition in the kidney 
or upper third of the ureter may refer the pain to the 
testis. 

If a patient presents himself with a complaint of 
pain in the testis which cannot be explained by local 
signs, then it is the obligation of the urologist to 
study the upper urinary tract. 

Dr. Victor (closing)—The cases Dr. Rieser presented 
give further impetus to these referred pain syndromes. 


CONGENITAL PSEUDOARTHROSIS OF 
THE TIBIA* 


By Antonio Berrios, M.D.t 
FRANK H. STELLING, M.D. 
and 
C. Meyer, M.D. 
Greenville, South Carolina 


This paper deals with the problem of con- 
genital pseudoarthrosis of the tibia and fibula 
and a review of the cases seen at the Shriners’ 
Hospital from 1929 to 1953. A brief review 
of the literature indicates that multiple pro- 
cedures have been used in the hope of obtain- 
ing union starting with the use of setons by 
Physick in 1820. No one method has been very 
successful although these have included trans- 
plantation of the fibula by Hahn and Cod- 
villa! in 1884 and 1906, respectively, cross leg 
transplantation of the tibia by Reichel, and 
numerous other methods of bone grafting. In 
1941 Boyd? and in 1948 Boyd and Fox,? re- 
spectively, reported better than average results 
using massive dual onlay grafts. Moore,* in 
19148, described the use of delayed autogenous 
grafts as being capable of stimulating osteo- 
genesis. He emphasized the necessity “of con- 


*Read in Section on Orthopedic and Traumatic Surgery, 
Southern Medical Association, Forty-Seventh Annual Meeting, 
Atlanta, Georgia, October 26-29, 1953. 

+Fellow in Orthopaedic Surgery, Duke University, Durham, 
North Carolina. 
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tinuing primary immobilization until the 
medullary cavity has been completely estab- 
lished. 


The etiology of the disease is still unknown 
and, until some definite cause is discovered, 
treatment will continue to be relatively unsuc- 
cessful. Common etiological hypotheses are: 

Bone disease 

intrauterine rickets 
osteomalacia, chrondromalacia 
osteitis 

Exogenous factors 

amniotic bands or bridles 
amniotic compression 
anhydramnios 

Endogenous factors 

osteopathy due to lesion in central nervous system 
mesenchymal hypoplasia 

neoplasm (cyst) 

neurofibroma 

The classification of congenital pseudoarth- 
rosis falls into three types: 

(1) Pre-pseudoarthrosis in which the bone is bowed, 
thin, and sclerotic. The occurrence of fracture, osteo- 
clasis, or osteotomy results in a typical pseudoarthrosis. 


(2) Pseudoarthrosis in 
exists at birth. 


which a_ fibrous union 

(3) Fracture through a congenital cyst. 

In all three types the bone is dense, sclerotic, 
and the bone ends become eburnated and 
pointed, surrounded by dense, fibrous tissue. 
In this series of cases all three types are repre- 
sented. 


During the twenty-four year period, 1929 
to 1953, ten cases of congenital pseudoar- 
throsis have been seen. Eight of these have 
had sufficient follow-up from which some con- 
clusions can be drawn. Of these, all but one 
occurred in the distal half. One case, M.T., an 
18-month old child, is at present under treat- 
ment, his first bone graft having failed. The 
second case, B. J. S.. was examined only. She 
presented a typical non-union with consider- 
able shortening and had a previous bone graft 
of unknown type at another hospital which 
was unsuccessful. All of the cases occurred in 
the tibia. 

CASE SUMMARIES 


B. L. J., a three-year-old white girl, was seen in 1937 
with congenital anterior bowing of the right leg. X- 
rays showed involvement of both bones. No cafe au 
lait spots were seen. An osteotomy resulted in non- 
union. The patient underwent three operations to 
obtain union; (1) inlay graft from the fibula of the 
same side; (2) excision of the pseudoarthrosis and 
overlapping of the fibula; and (3) osteotomy and 
The fracture 


overlapping of the tibia and fibula. 
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healed solidly by synostosis of the tibia and fibula. 
Equalization by triple growth arrest was attempted. 
The final discrepancy was 314 inches. Femoral short- 
ening was refused by the parents. Final evaluation 
when the patient was seen at the age of 20 revealed 
the union to be solid. There was marked calcaneus 
deformity. She was wearing a lift to facilitate walking. 

J. R., a five-months-old white boy was first seen in 
1940 with severe congenital bowing of the right leg. 
There were no cafe au lait spots. A manual osteoclasis 
resulted in non-union. Three operations were re- 
quired to obtain union: (1) telescope osteotomy; (2) 
internal fixation using a forearm plate; and (3) dual 
bone graft using autogenous rib bone. The latter re- 
sulted in solid union. The discrepancy was 14 inch. 
No growth arrest was necessary. The child fractured 
his tibia through the united area while not wearing a 
brace. Union occurred with plaster and brace immo- 
bilization in nine months. The last follow-up at the 
age of 13 years revealed that the patient had refrac- 
tured his tibia through the united pseudoarthrosis 
area. He is now immobilized in plaster, and union 
has again occurred. 


C. S., a three-year-old white girl, was first seen in 
1939. The left leg was bowed at birth and casts were ap- 
plied to keep it straight. Non-union was present at 
the time of the first visit. There were no cafe au lait 
spots. Two operations were necessary to secure healing 
of the non-union site: (1) intramedullary graft using 
the same side fibula; and (2) telescope osteotomy 
which resulted in solid union. An extensive “S” shaped 
deformity necessitated three osteotomies for correction. 
One of these proximally resulted in a non-union which 
required a Phemister graft of autogenous iliac bone. 
The pathological report was fibrous dysplasia. Three 
and one-half inches of discrepancy was corrected by 
triple growth arrest. The last follow-up in 1953, at 
the age of 17 years, revealed 7% inch discrepancy, a well 
balanced extremity with correction of previous de- 
formity, mild calcaneus, and solid healing of all areas 
of the tibia. 

P. H., a six-year-old white boy, was first seen in 1939 
with a history of progressive bowing deformity of the 
left tibia just above the ankle without injury, first 
noted at about five years of age. The child apparently 
walked on the extremity for almost a year. There 
were multiple cafe au lait spots and 114 inches of 
shortening when treatment was started. The patient 
required two operations to secure union; (1) resection 
of the pathological non-union and overlap procedure 
with screws, and :(2) telescope osteotomy. The latter 
resulted in solid bony union. Five inches of leg length 
discrepancy were corrected by triple growth arrest and 
femoral shortening. The last follow-up in 1953, at the 
age of 20 years, revealed solid bony union, equality of 
leg length, and no deformity. 


B. W., a two and one-half-year-old white boy, was 
first seen in 1933 with progressive deformity of the 
right leg. At seven months of age it was first noted 
that the right leg was deforming. Physical and x-ray 
examinations revealed a typical congenital non-union. 
Six operations were carried out to obtain union: (1) 
excision of angulation and involved pseudoarthrosis 
site and bone graft from the same tibia; (2) bone graft 
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using autogenous ilium; (3) intramedullary graft using 
fibula from the same side; (4) intramedullary graft 
using fibula from the same side; (5) double onlay bone 
graft using the opposite tibia; and (6) telescope osteot- 
omy resulting in solid union. The patient had triple 
growth arrest and the last follow-up in 1948, at the 
age of 17 years, revealed 24 inches of discrepancy, 
but solid union. 

B. B., a six-month-old white girl, was first seen in 
1940. The right leg was noted to be “crooked” approxi- 
mately two days after birth. This deformity gradually 
became worse and finally the child fractured the tibia 
through the bowed area. At this time an osteoclasis 
was done attempting to correct the deformity. Com- 
plete non-union developed. Nothing was done to 
prevent leg length discrepancy which progressed to 
7% inches. At the age of 13 years a below knee am- 
putation was carried out because of continued non- 
union and excessive discrepancy. 

J. H., a three-year-old white boy, was first seen in 
1940 with considerable bowing of the left tibia and 
x-ray evidence of congenital non-union of the fibula 
and bowing of the tibia. He had several cafe au lait 
spots and a small tumor mass over his posterior iliac 
region. The mother first noted “a knot” over his leg 
at the age of three months. The deformity progressed, 
but the child continued to walk. While the deformity 
was being followed at the Shriners’ Hospital, the child 
fractured the leg through the bowed tibia. The bow- 
ing was corrected and he was treated by prolonged 
immobilization resulting in complete non-union. Four 
operations were required to obtain union: (1) overlap 
osteotomy; (2) comminution osteoplasty; (3) dual onlay 
bone graft using autogenous tibia and rib; (4) single 
onlay bone graft using autogenous tibial bone. Triple 
growth arrest was carried out; however, at the present 
time he has a discrepancy of 3 7/16 inches. The pa- 
tient is a typical case of neurofibromatosis (von Reck- 
linghausen’s disease). The mass on his back was a 
sub-epithelial fibroma of nerve sheath origin. Follow- 
up on this patient in July of 1953, at the age of 16 
years, revealed solid bony union. There is consider- 
able calcaneus deformity. He is wearing a brace and 
a compensatory lift. 

B. K., a white boy, was first seen at the North 
Carolina Orthopaedic Hospital shortly after birth 
when he presented a deformity of the leg which was 
treated by plaster. At 11 months of age the tibia 
fractured spontaneously and progressed to a non-union. 
Two dovetail-type grafts were carried out at this 
institution with refracture and non-union following 
each. He was seen at the Shriners’ Hospital at the age 
of 7 years in 1933. Five operations were unsuccessful: 
open reduction of the tibia and packing with local 
bone chips, and four intramedullary and onlay fibular 
grafts. Amputation below the knee was finally carried 
out at the age of 15 years because of non-union and 
excessive leg length discrepancy. 


By comparison, this series of cases is very 
much similar to other reported groups. All 
patients were white. There were six boys and 
four girls substantiating previous reports of 
increased incidence in males. There were 
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two failures both of which have ended in am- 
putation. There were no deaths. There was 
only one postoperative infection in a total of 
27 operations. 


Nothing can be added so far as etiology is 
concerned. Available pathological reports re- 
vealed one fibrous dysplasia, two neurofi- 
bromatoses, and congenital cyst with fracture. 


Other than the difficulty in securing union, 
the most serious threat to success in these pa- 
tients was the excessive shortening of the in- 
volved extremity. Difference in leg lengths 
ran from a fraction of an inch to 71% inches. 
In this series of cases this may have been more 
than most because of the type of operation 
performed, namely: the telescope osteotomy 
and the overlap osteotomy, both of which sac- 
rifice one or two inches of bone in order to 
carry out the procedure. Prolonged immobili- 
zation contributes to the shortening. 


All of the patients showed varying degrees 
of calcaneus of the foot. This was severe 
enough to contribute to the disability in some. 
Its etiology is due to relaxation of the gas- 
trocnemius soleus group because of shortening 
of the leg and prolonged immobilization. One 
of the patients whose leg was amputated later 
developed a recurrent dislocation of the 
patella due to a deformity of the knee. There 
was evidence of hypoplasia of the lateral 
condyle of the femur and a recurvatum de- 
formity. 

Immobilization was an extensive problem 
in all cases. It was felt that many times post- 
operative immobilization had been inadequate 
contributing to an early complete dissolution 
of the graft. In this series skeletal fixation 
was seldom used and, in most instances, ex- 
isting fixation was discontinued too soon. 
This substantiates Moore’s opinion on pro- 
longed immobilization using adequate skeletal 
and cast fixation. 


Emphasis is placed on prolonged protection 
of the extremity by bracing, once union is ob- 
tained. This does not insure prevention of 
failure inasmuch as fracture occurred in this 
series while the patient was in his brace. This 
indicates the possibility of so-called “insuffi- 
cient or march type fracture” as described by 
Boyd and suggests the necessity of more care- 
ful observation and the addition of supple- 
mental bone should it be noted. X-ray exam- 
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ination should be frequent to detect early 
failure. 


The average age at which union occurred 
in the six successful cases was 13.2 years. The 
youngest child was 11 years and the oldest 16 
years. The first operation was carried out at 
an average age of 4.8 years, the youngest child 
being two and the oldest eight. These find- 
ings substantiate those of Boyd, in 1941, who 
felt that success is primarily dependent on the 
age of the patient. The consensus of opinion 
of many surgeons is that the older the patient 
the greater the probability of union. 

An attempt is made to evaluate the results 
of each type of operation. There were a total 
of 27 operations in 8 patients. The intra- 
medullary fibular or tibial graft was used nine 
times and was consistently unsuccessful. The 
double onlay graft was successful twice, but, 
in one, refracture occurred necessitating a sub- 
sequent single onlay graft. One overlap pro- 
cedure was successful with healing by synos- 
tosis between the tibia and fibula. Numerous 
other procedures were tried without success. 


The telescope osteotomy was done four 
times and resulted in three successful unions 
without further treatment other than protec- 
tion. It is interesting to note that postopera- 
tive immobilization was confined to a long leg 
cast with the knee in flexion. As nearly as we 
can determine, the use of the telescope oste- 
otomy in the treatment of congenital pseudo- 
arthrosis originated with Dr. J. Warren 
White, formerly chief surgeon at the Shriners’ 
Hospital in Greenville. He performed the 
operation in this series of cases. It is accom- 
plished by first osteotomizing the fibula if 
this is necessary. Pseudoarthrosis fragments 
are then mobilized subperiosteally. The pseu- 
doarthrosis tissue is excised, the medullary 
canal of the distal fragment is opened or if 
none is present, one is reamed out. The distal 
end of the proximal fragment is sharpened in 
such a fashion as to fit snugly into the 
reamed distal fragment. Depth of penetration 
of the telescoping bone ends is from 3/4 to 114 
inches. Occasionally, a transfixing pin or 
screw is used to prevent distraction. No addi- 
tional bone was used in any of these cases. 
Plaster fixation postoperatively consisted of a 
leng leg cast from toes to the groin with the 
knee in about 90 degrees of flexion. Solid 
union occurred in three to four months in 
all three successful cases. 
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There has been no experience with bone 
bank bone in any of these cases. No bone was 
taken from parents or relatives. All grafts 
were autogenous, using a predominance of 
cortical bone. The idea of intramedullary 
fixation was predominant on numerous occa- 
sions by using fibular and tibial intramedul- 
lary pegs and, on another occasion, by insert- 
ing a rather long forearm plate into the 
medullary cavity. No full length metal rods 
were used. However, on the basis of the ne- 
cessity of prolonged absolute fixation their 
use is strongly considered for future cases. 


SUMMARY 


(1) Eight cases of congenital pseudoar- 
throsis treated at the Shriners’ Hospital dur- 
ing a 24-year period are presented. 

(2) Of the nine different types of opera- 
tions, the telescope osteotomy proved to be 
most successful in securing union. 


(3) Union was obtained in the six cases at 
an average age of 13.2 years. 

(4) Leg length discrepancy is disabling and 
early steps should be taken to prevent its oc- 
currence. 


(5) Prolonged postoperative skeletal and 
plaster immobilization regardless of operative 
method are imperative. 


(6) Bracing should be continued until well 
past puberty. 


(7) Union followed by bracing does not 
mean success and repeated x-rays and observa- 
tion should be carried out to detect early fail- 
ure. 
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DISCUSSION (Abstract) 


Dr. John F. Lovejoy, Jacksonville, Fla—Dr. Berrios 
has encountered the same difficulties as the rest of 
us. Our most difficult case took 12 bone grafting 
operations. 


The graft may take on both ends, and then later 
literally melt through its mid portion, the fused ends 
of the graft remaining as part of the shaft on either 
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side of the pseudoarthrosis. ‘This has been a factor 
in all of our cases. This was most graphically il- 
lustrated in a congenital pseudoarthrosis of the radius 
where the weight-bearing influence was eliminated. 
The second graft took and union has been secured for 
a period of over four years now. 


We have also been impressed by the lack of firm 
consistency of the bone; the bone seems soft. Even 
though union has seemed apparent the bone will not 
support weight without angling. This condition seems 
to remain until puberty. 

In our last two cases union has been obtained by 
using bone bank bone. The twelfth operation, pre- 
viously mentioned, was a double onlay Boyd-type graft, 
with an opening wedge type of osteotomy and multiple 
chips. Union occurred, as it had apparently done on 
previous grafts, but this time puberty had arrived. 
Subsequent plastic surgery has improved the appear- 
ance of the leg and she is doing well. It is over four 
years now since that time. 


The radius, also previously mentioned, has had two 
bone bank grafts and has remained united for well 
over four years. 


In planning any bone graft I am reminded of the 
remarks of the late Dr. Willis Campbell while he was 
plugging his onlay graft: If you want bone to grow, 
add bone; do not take bone away from where you 
want it to grow. I think this truism is particularly 
evident in congenital pseudoarthrosis. I use Dr. Boyd's 
double onlay type of graft with modifications. 


I am particularly interested in Dr. Berrios’ plan to 
try intramedullary fixation along with grafting. I 
should feel a little hesitation in using this type of 
fixation due to the softness of the bone. I shall be 
most interested in the results. 


While we are dreaming, if I have the privilege of 
another case, I am planning a massive replacement 
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from the bone bank, using step fixation and complete 
excision of the fibrosed ends: that is, picking a shaft 
from the bank to match the one that we are supplant- 
ing. 

I think surgery is in order as soon as one feels an 
anesthetic can be safely administered. Both of the 
grafts on the radius were done on patients under 18 
months of age. 

Dr. Rex Howard, Fort Worth, Tex——What did Dr. 
Berrios say about a neurofibromatosis? 

Dr. Berrios—We have had two cases of neuro- 
fibromatosis, both in the iliac area. 


Dr. Meyer (closing).—In presenting this group of 
cases we do not recommend any specific type of 
therapy. Our main purpose was to review the cases 
available at the Shriners’ Hospital and to present the 
relative merits of the types of therapy carried out. 
Several things are brought to mind, however, in 
reviewing the group. The most important is the rela- 
tive success of the telescope osteotomy as used by 
Dr. J. Warren White in comparison with other ac- 
cepted methods of treatment. The disadvantages of 
this method are the shortening and the ease of split- 
ting the distal fragment. It is interesting to note that 
rigid immobilization was not carried out in any of 
these cases but I believe that it would be advantageous 
if this method were considered in the future. 

The use of intramedullary pin fixation with cancel- 
lous onlay grafts is a method which offers some prom- 
ise of increased success. From previous experience the 
associated technical difficulties would be inadequate 
fixation of the distal fragment by the intramedullary 
pin. I believe that rigid external fixation, including 
skeletal pins, should be used in conjunction with this 
method. It is planned to use this type of procedure 
on future cases of pseudoarthrosis which present them- 
selves for treatment at the Shriners Hospital in Green- 
ville. 
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PNEUMONOCONIOSIS AND THE 
COAL MINER 


In recent years, increasing awareness has 
been evident among physicians and workers 
in the field of occupational medicine of the 
potentiality of a variety of pneumonoconioses 
in industrial workers. Recent investigations 
have established the existence ol a new disease, 
berylliosis, and have thrown new light on 
what has been termed, for lack of a better 
name, “coal miner’s pneumonoconiosis.” ‘The 
term pneumonoconiosis, of course, is a broad 
one, encompassing all conditions in which 
dust is deposited in the lung, and does not 
necessarily imply that the process is produc- 
tive of disease or disability. Of particular in- 
terest to those practicing medicine in areas 
where coal is mined are the recent findings 
at autopsy in the lungs of both soft coal and 
anthracite workers by several British investi- 
gators, and the study of pulmonary function 
in both soft and hard coal miners by Ameri- 
can investigators. Although few of the papers 
thus far published have appeared in journals 
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readily available to the practicing physician, 
and although no extensive review of the work 
thus far has come to our attention, a summary 
of recent work in the pneumonoconioses will 
be found in Hardy’s excellent review... A 
few of the more interesting developments will 
be mentioned. 


According to Gough? and to Heppleston,* 
investigators working in Britain under gov- 
ernmental auspices, there are two distinct 
lesions to be found in both anthracite and 
bituminous coal miners, regardless of the 
country in which the miner worked. In the 
“simple” form of a coal miner’s pneumo- 
noconiosis, the microscopic finding is a macu- 
lar lesion consisting of aggregates of coal dust, 
chiefly within phagocytes but unassociated 
with any significant amount of fibrous tissue, 
situated usually in the region of the respira- 
tory bronchiole, and surrounded by focal 
emphysema in varying degree. In the “com- 
plicated” or massive form of pneumono- 
coniosis, on the other hand, the lesion is one 
of extensive fibrous tissue deposition mingled 
with deposits of varying amounts of coal dust, 
in which there may be hyalinized and occluded 
blood vessels, many chronic inflammatory 
cells, and occasional areas of necrosis in which 
liquefaction may be taking place. The mas- 
sive form is thought to be associated with pul- 
monary infection, but the simple form is not. 
In the former lesion, both tuberculous and 
non-tuberculous infections have been sus- 
pected. Of particular interest is the fact that 
in neither form is there to be found a lesion 
resembling the silicotic nodule of quartz and 
granite workers, the classic feature of which 
is a whorl arrangement of fibrous tissue in as- 
sociation with silicon particles. 

American investigators, particularly Motley 
and his group,4® have performed extensive 
pulmonary function studies in both anthracite 
and bituminous coal miners. These and 
other authorities* emphasize the difficulty in- 
volved in attempting to estimate the extent of 


1. Hardy, H. 
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201-225, 1950. 
6. Princi, F.: 
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physical and occupational disability attribu- 
table to dust exposure, not only by such stud- 
ies alone, but occasionally even when supple- 
mented with x-ray and clinical data. Never- 
theless, the introduction of the newer tests of 
pulmonary function represents a definite step 
forward insofar as comprehension of the path- 
ology of such diseases is concerned. 

The extent to which non-occupational dust 
exposure contributes to dust deposition in 
the lung is vital, since some degree of pneu- 
monoconiosis may affect not only workers in 
dusty atmospheres but also urban dwellers in 
smoky or smog-filled cities. Moran’s autopsy 
studies? of 770 indigent residents of Pittsburgh 
who died at an average age of sixty revealed 
that 12.5 per cent had some degree of 
fibroanthracosis. In only one per cent of the 
group, however, or ten individuals, was 
fibroanthracosis listed as a contributing or 
direct cause of death. Six of these were coal 
miners and the mechanism of death was con- 
gestive heart failure. 


Most investigators agree that the ultimate 
answer to the problem of occupational pneu- 
monoconioses will be the reduction of par- 
ticle concentration in the dust-filled atmos- 
phere. With evidence on every hand of man’s 
growing technical ability to modify his physi- 
cal environment, particularly his climate, it is 
to be hoped that the day may not be distant 
when the incidence of the various pneu- 
monoconioses will drop to the vanishing 
point. 


“HYPO-ALLERGIC” PENICILLIN 


Penicillin reactions are, with only rare ex- 
ceptions, caused by allergy to the drug. Their 
incidence has been reported as from | to 1?) 
per cent of the patients treated with this 
drug.' Such reactions were seen in much fewe1 
numbers during the early years of the penicil- 
lin era, and the increased incidence has ap- 
parently resulted from the increasingly wide- 
spread use of the drug. 

Penicillin sensitivity may become a serious 
problem in patients in whom penicillin ad- 
ministration is the treatment of choice. Al- 
though the newer antibiotics are valuable 


7. Moran, T. J.: 
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alternates in many infections, the problem 
often is troublesome, as for instance in the 
treatment of syphilis or bacterial endocarditis. 
Antibiotic research has succeeded in produc- 
ing new penicillin preparations which can be 
given with little or no untoward reaction to 
a considerable proportion of the patients 
who showed previous sensitivity to the regu- 
larly used penicillin G. 

One of the new preparations is allylmercap- 
tomethyl penicillin, known as penicillin O, 
in which the O denotes its mild onion smell. 
In this preparation, the benzyl radical of 
penicillin G is replaced by the allylmercap- 
tomethyl group. Penicillin O resembles crys- 
talline penicillin G in every respect, such as 
stability, solubility, absorption, excretion, 
antibacterial spectrum, dosage, and method 
of administration.'?* Oral tablets of this 
preparation are also available for clinical use. 

Another new preparation is the penicillin 
salt of N-methyl-1,2-diphenyl-2-hydroxyethyl- 
amine, designated also as |l-cphenamine pen- 
icillin G. This compound resembles procaine 
penicillin in its stability, solubility, absorp- 
tion, excretion, antibiotic spectrum, dosage, 
and method of administration.? * This prepar- 
ation is a slow-acting or “repository” penicil- 
lin, forming suspensions with water or oil. It 
comes in a dry powder to which water or 
isotonic sodium chloride solution is added in 
its preparation for injection. 

The therapeutic results with these two 
preparations have been reported to be as good 
as those obtained with penicillin G.135 
*atients with or without known sensitivity to 
standard penicillin preparations have been 
treated with these compounds. The number 
of patients treated is not sufficiently large to 
furnish accurate final comparative figures as 
to the incidence of sensitivity to the new 
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drugs. A number of observations, however, 
have been made. The frequency of allergic re- 
actions has been substantially lower with 
either preparation than that occurring with 
the regularly used drug, being somewhere 
around | per cent of the patients treated. 
Most patients who develop reactions to peni- 
cillin G tolerate either new drug without 
further reaction. The reactions that developed 
from these “hypo-allergic” preparations have 
been mild in nature. As an interesting and 
unexplained observation, it has been reported 
that such a reaction previously observed from 
administration of penicillin G did not recur 
in many individuals after a course, or even 
a few injections of penicillin O or 1-ephena- 
mine penicillin G.14 

On the other hand, it has been repeatedly 
emphasized that not all individuals who are 
sensitive to penicillin G tolerate the new 
preparations without allergic reactions. Cross- 
sensitization between penicillins G and O has 
also been reported.® In fact, sensitivity to 
penicillin O has been seen in patients who 
had not previously received other type of 
penicillin, proving that penicillin O, itself, is 
capable of producing allergic reactions.* > 7% 
Recently, a case of anaphylactic shock from 
l-ephenamine penicillin was reported.® 

Certainly, it will require many years of use 
to determine with any degree of accuracy that 
the rate of sensitization is actually lower with 
these new penicillin preparations. The pres- 
ent low incidence of reactions may be due 
purely to the fact that they have not yet been 
used widely enough to sensitize a great pro- 
portion of the population. This was the case 
with the standard preparation at the begin- 
ning of the penicillin era. Regardless of 
whether they are “hypo-allergic” or not, these 
preparations provide, at least for the present, 
the benefit that more than one kind of peni- 
cillin is available. Thus, there is an 
tive drug for those patients who 
sensitivity to the standard product. 


alterna- 
develop 


Geraci, J. E.; and Manning, P. R.: Antibiotic Therapy 
in Bacterial Endocarditis: III. Penicillin O and Hypo- 
allergic Penicillins in Treatment of Subacute Bacterial 
Endocarditis. Minnesota Med., 36:466, (May) 1953. 

7. Longacre, A. B.: P-29 Penicillin; New Penicillin Salt 
with Decrease in Reaction Rate. New Orleans Med. & Surg. 
J., 104:131, (Oct.) 1951. 

8. Siegal, S.: Allergy to Penicillin O and the Management 
of Penicillin Sensitivity. Amer. J. Med., 11:196, (Aug.) 
1951. 

9. Stroud, G. M.: Anaphylaxis from }'enicillin: Report of 
Case. A.M.A. Arch. Dermat. & Syph.. 66:491, (Oct.) 1952. 


EDITORIALS 


1121 


CORTISONE AND ASPIRIN IN 
RHEUMATOID ARTHRITIS 


The clinical effectiveness of cortisone and 
corticotropin in the therapy of rheumatoid 
arthritis promptly led to claims that the 
long, elusive, curative agent had been found. 
It soon became apparent that these hormones 
influenced the course of the disease, but could 
in no way be considered a cure. Subsequently, 
numerous clinical reports have appeared, giv- 
ing claims and counterclaims as to the thera- 
peutic effectiveness of these hormonal agents. 
A detailed clinical evaluation of them was 
desirable in view of the frequently observed 
undesired side effects occurring during the 
hormone therapy, together with the high re- 
lapse rate observed after its discontinuance. 


Several such studies have been instituted 
comparing the effects of cortisone and aspirin 
in the treatment of individuals with early 
rheumatoid arthritis. A recent report! by the 
joint committee of the British Medical Re- 
search Council and Nuffield Foundation on 
clinical trials of cortisone, corticotropin, and 
other therapeutic measures in chronic rheu- 
matic diseases is the first published assessment 
from these studies. Although a study of two 
to three years is contemplated, the recent re- 
port is an evaluation of the first year of the 
investigation. 

In this study, 61 patients were used, 58 of 
whom had an adequate follow-up after at 
least one year of treatment. The patients were 
from two to 59 years of age and the disease 
had been present for not less than three and 
not more than nine months. The diagnosis 
of the disease was based entirely on clinical 
findings consisting of polyarthritis of the 
rheumatoid type, affecting at least four joints 
with bilateral involvement of either the 
hands, feet, ankles, or wrists. 


Therapy consisted of cortisone and aspirin. 
The cortisone was given orally to 50 patients 
and aspirin to the remaining 31. In accord- 
ance with the designed plan of approach, care 
was taken to insure similarity as to age, sex, 
and duration of illness of the two groups. 
Improvement was assessed at the end of the 
first, eighth, and thirteenth week of each 
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) 


1122 


course. Criteria for improvement consisted of 
lessened joint tenderness, increased range of 
motion, strength of hand grip, together with 
dexterity in tying knots, climbing stairs, and 
functional capacity, increased hemoglobin 
levels and decreased blood sedimentation 
rates. 

An assessment of the improvement at the 
end of the first year in the two groups re- 
vealed that the observed therapeutic results 
appeared almost identical, except that the 
hematological improvement may have been 
influenced slightly more favorably by corti- 
sone therapy. 


This report was quickly countered with 
contradictory reports. Two weeks after it ap- 
peared, Glyn,’ in a letter to the British Medi- 
cal Journal, attacked the report. The assess- 
ment of therapeutic results, he said, was 
highly inaccurate due to the manner of grad- 
ing improvement. This evaluation is difficult, 
both objectively and subjectively. This ob- 
server felt that important clinical features of 
equal or greater value in evaluating results, 
completely ignored in this report, are the 
degree of stiffness and the patient’s sense of 
well-being. 

A week later, in the same journal, Loxton 
and Le Vay? further attacked the report, say- 
ing that its conclusions are invalid. They felt 
that from the reported evidence, the conclu- 
sion should have been drawn that cortisone 
is superior to aspirin therapy. 

It is apparent that the controversy is far 
from settled. One cannot overlook the fact 
that this report re-emphasizes the prominent 
place that salicylates still occupy in the treat- 
ment of rheumatoid arthritis. It is due not 
only to their therapeutic effectiveness, but 
also to their lack of toxic side reactions and 
relatively low cost. 


TWENTY-FIVE YEARS AGO 


FROM JOURNALS OF 1929 


Sterilization of the Feeble Minded.8—Surgical inter- 
ference with human reproduction has been known 


1. Glyn, J. H.: Cortisone and Aspirin in Rheumatoid 
7 gong (Correspondence). Brit. Med. J., 1:1376 (June 12) 
954. 


2. Loxton, G. E.; and Le Vay, D.: Cortisone and Aspirin 
in Rhematoid Arthritis (Correspondence). Brit. Med. J., 1:1499 
(June 26) 1954. 

3. Popenoe, Paul: Eugenic Sterilization in California. New 
Eng. J. Med., 201:880, 1929. 


SOUTHERN MEDICAL JOURNAL 


November 1954 


from the very earliest times in the form of castra- 
tion . . . but it was only in the 90’s when the opera- 
tions now in use, vasectomy and salpingectomy, were 
. . « made generally known, that methods became 
available which would sterilize without unsexing. . . . 
In 1899 Dr. Sharp began to sterilize some of the young 
men in the (Indiana) reformatory without the support 
of any law, but depending on their own consent and 
up to 1907 . . . he had performed about 600 vasec- 
tomies. In 1907, Indiana adopted a law making this 
practice legal. . . . Indiana is the pioneer in official 
eugenic sterilization in the entire world. Other states 
quickly followed the example, among them California, 
which in 1909 passed its first law. . . . The decision 
of the United States Supreme Court in 1927, uphold- 
ing the constitutionality of compulsory eugenic sterili- 
zation . . . has removed all doubt on this point... . 
There has been in almost every state a doubt as to 
the exact results . . . and a desire to see some one 
else try it first. California met this desire by steadily 
sterilizing some of the insane and feeble minded in 
its state institutions. The total reached 6255 up to 
the first of the present year. . . . For some years past 
it has been the custom to sterilize all those who are 
released from the state home for the feeble minded. 
A much smaller proportion of the cases of mentally 
diseased is sterilized for obvious reasons. During the 
life of the law about one new admission in 11 of 
the psychopathic cases has been sterilized and for 
the past few years about one admission in five or six. 
. Many of the feeble minded girls have married 
since sterilization, and two-thirds of these marriages 
have turned out successfully. . . . Our study confirms 
the expectation that neither vasectomy nor salpingec- 
tomy produces any physiological result in the patient 
other than mere infertility. Of the mentally 
defective girls sterilized and later released who were 
studied by us, nine out of 12 had been sexually 
delinquent before commitment. With perhaps 
500 sterilizations being performed each year in a 
population of 5,000,000 persons, it is evident that 
there is nothing like a wholesale surgical campaign. 
In California in 20 years no untoward 
results have occurred . . . some such law must be 
an integral part of any program for dealing with 
mental disease and mental deficiency. 


Socialization of Medicine 4—Communism is some- 
times thought of as a scheme in which those who 
will not work are supported by those who will. Why 
not? Some people naturally like to exert themselves, 
others do not. Socialism is regarded as a somewhat 
less extreme form of a scheme essentially the same in 
principle. . . . The theory demands . . . the control 
of all of us by everybody else . . . it has not secured 
the backing of common sense . . . the socialization 
of medicine is a transition, which going on before 
our eyes, brings to some of us satisfaction, to others 
consternation . . . the tendency toward individualism 
is just as ineradicable, and suppressed at one point 
it will break out at another. 


4. Editorial: Socialization of Medicine: New Eng. J. Med., 
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Book Reviews 


Disability Evaluation. Principles of Treatment of 
Compensable Injuries. By Earl D. McBride, B5., 
M.D., F.A.CS., Assistant Professor in Orthopedic 
Surgery, University of Oklahoma School of Medi- 
cine; Attending Orthopedic Surgeon to St. An- 
thony’s Hospital; Associate Orthopedic Surgeon to 
Wesley Hospital; Visiting Surgeon to W. J. Bryan 
School for Crippled Children; Chief of Staff to Bone 
and Joint Hospital, Oklahoma City, Oklahoma. 
Fifth Edition. 715 pages with 375 figures. Philadel- 
phia, London and Montreal: J. B. Lippincott Com- 
pany, 1953. Price $15.00. 

In order to provide some background and founda- 
tion for disability evaluation, the author discusses 
psychological, sociological and legal factors that must 
be considered in detail before the medical aspects 
of the disability can be explored. He then outlines 
an inclusive and very comprehensive program for 
general examination of the patient which is followed 
by specific discussions of the situations most preva- 
lent in the anatomical areas most frequently involved. 
In this manner all of the common skeleto-muscular 
disorders are evaluated in detail. Disabilities of the 
eyes, ears, head injuries and hernias are also dis- 
cussed. 

A genuine attempt is made to demonstrate and 
define the causal relation of injury to disease. The 
value of such information will be readily apparent to 
every physician who has ever engaged in litigation 
involving this matter but, unfortunately, this subject 
is covered in a general manner and the reader is 
left with many unanswered questions. It is obviously 
the author's intention that the references indicated 
in the text should be consulted for additional in- 
formation. 

One of the more unique and valuable portions of 
this text is the rating schedule of partial permanent 
disability which allows the reader to utilize the ex- 
perience and knowledge of the author. 


How to Get Along with Children. A more excellent 
way for Parents, Teachers, Youth Counselors, and 
all who work with Young People. By Frank Howard 
Richardson, M.D., F.A.C.P., F.A.A.P., Fellow of the 
American Academy of Pediatrics, The American 
College of Physicians, and the American Medical 
Association. 172 pages. Atlanta: Tupper and Love, 
Inc., 1954. Price $2.95. 

This is a helpful guide to parents. As with most 
books on this subject for the last few years, the key- 
note of the volume seems to be love of the parent- 
child relationship; the child is provided a much 
Stronger motivation to do good than if the alternate 
approaches of fear or overstrict obedience are used 
as deterrents to evil. 


The author attempts to cover this subject by dis- 
cussing the various phases of childhood development, 
infancy, pre-school age, school age, and adolescence. 
The problems peculiar to each period are considered. 
This publication certainly will acquaint the parent 
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with the problems facing his child but is much too 
general and brief to be of any material aid in solving 
many of them. 

Much of the book is on a very practical basis when 
it considers the relationship between parent and 
child. Actual examples are utilized to attempt to 
portray the more usable methods of enjoying good 
rapport with children. 

A good book for most parents but not intended as 
a text for pediatricians or psychiatrists. 


Psychophysiologic Medicine. By Eugene Ziskind, M.D., 
Clinical Professor of Psychiatry, University of South- 
ern California School of Medicine; Head of Depart- 
ment of Psychiatry and Neurology, Cedars of Leba- 
non Hospital. 370 pages. Philadelphia: Lee and 
Febiger, 1954. Price $7.00. 

The book is a thoroughly unique manual of psychi- 
atry. This will be hailed by most physicians as a 
desperately needed text. Dr. Ziskind has outlined in 
considerable detail the actual methods and procedures 
he utilizes in his own psychiatric practice. As a result, 
the reader is treated to a few remarks concerning the 
basic principles involved in a psychological examina- 
tion and then led step by step through the entire 
psychiatric history. This is straightforward and leaves 
the reader with full confidence that he can adapt 
these methods to his practice. All stages of the 
psychiatric history are completely explained and _ lib- 
erally punctuated with pertinent case histories. Psycho- 
therapy is then approached in a similar manner and 
a practical program formulated and illustrated. 


The most important problems in psychopathology 
are considered in detail and cover the major aspects 
of child-parent relationships and sociology. 

An abbreviated section of the book discusses the 
positive diagnostic features of most of the frequent 
psychiatric syndromes and also alerts one to the 
psychiatric emergencies encountered in a_ medical 
practice. 

The volume concludes with a concise, lucid discus- 
sion and evaluation of the schools of psychiatric 
thought. Freud, Adler, Jung, Rank, Horney, Sullivan, 
Fromm and Meyer are individualized and then inte- 
grated as far as is possible. 

Confusion and frustration now attendant upon the 
minds and emotions of most non-psychiatrists will 
tend to be dispelled when this publication is read. 
This is an excellent introduction to clinical and theo- 
retical psychiatry but possibly is not comprehensive 
enough in scope for experts in this field. 


Emergency Treatment and Management. By Thos. 
Flint, Jr., M.D., Director, Division of Industrial 
Relations, Permanente Medical Group, Oakland and 
Richmond, California; and Chief, Emergency De- 
partment, Permanente Medical Group, Kaiser Foun- 
dation Hospital, Richmond, California. 303 pages. 
Philadelphia and London: W. B. Saunders Com- 
pany, 1954. Price $5.75. 

This work is designed to alleviate the uncertainty 
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attendant upon the diagnosis and treatment of most 
emergency situations. It is not a theoretical text or 
intellectual challenge, but represents the ultimate in 
the practical aspects of medicine. All of the problems 
that confront the emergency room physician are con- 
sidered and presented in a form that makes vital 
information rapidly available. 


In general, the pertinent points in the history, 
major symptomatology and physical findings are enu- 
merated. A plan of emergency treatment is then out- 
lined which is usually sufficient to support the patient 
until hospitalization can be effected. Of course, many 
minor emergencies do not require inpatient treatment 
and the therapy for these disorders is much more 
detailed. 


The portions of the text that consider cardiac 
emergencies and the various poisonings and intoxica- 
tions are worthy of special merit and should prove to 
be invaluable when a ready source of information 
is rapidly needed. 

Perhaps the only defect in this book is that it 
reflects too strongly the author’s opinion and ex- 
perience. Because no one man is omniscient, it is 
obvious that some of his outlines for treatment will 
conflict with the views expressed by many authori- 
ties. Fortunately, this is infrequent but it does occur. 
It is very doubtful that most people would agree 
that the plan advocated for the management of 
diabetic coma represents the optimum method of 
therapy. 

Nevertheless, this is a valuable emergency aid for 
the more uncommon emergency situations and would 
be comforting to have in any office library. 


An Approach to General Practice. By R. J. F. H. 
Pinsent, M.A., M.D. (Cantab.) With a Foreword 
by Sir Lionel Whitby, C.V.O., M.C., Regius Profes- 
sor of Physic, University of Cambridge. 166 pages. 
Baltimore: The Williams and Wilkins Company, 
1953. Price $3.50. 

The object of this book is “to give to the newcomer 
to general practice some idea of what may be in store 
for him.” It should be welcomed especially by younger 
physicians, who will find advice on setting up a 
practice, getting along with professional colleagues, 
and on many professional, social, and economic prob- 
lems arising in a general practice. There is also a 
sprinkling of therapeutic suggestions, for instance an 
ingenius method for curing enuresis. Doctors on this 
side of the Atlantic will, furthermore, be interested 
in references to the National Health Service and 
other aspects of medical practice in Great Britain. 


Wine as Food and Medicine. By Salvatore P. Lucia, 
A.B., M.D., Sc.D., F.A.C.P., Professor of Medicine, 
University of California School of Medicine. 149 
pages. New York: The Blakiston Company, Inc., 
1954. Price $3.00. 

This book contains an exposition of the subject 
of wine, “the most ancient dietary beverage.” The 
chemistry and physiologic effects of wine, the action 
of wine upon various organ systems, wine as a 
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vehicle for medication, and in the treatment of the 
aged and convalescents, are discussed in detail. Wine 
is shown to have multiple therapeutic uses, in nutri- 
tion, sedation, stimulation of gastric secretion, and 
vasodilatation. Perhaps most important of all, it pro- 
duces a feeling of euphoria, and it is thought that these 
effects are more than the effect of alcohol alone. Some 
of the uses of wine recommended here are not sup- 
ported by convincing evidence, but the book demon- 
strates that old and simple remedies need not always 
be discarded in favor of recently developed therapeutic 
specifics. 


Newer Concepts of the Causes and Treatment of 
Diabetes Mellitus. Proceedings of the Symposium 
on Diabetes Sponsored by the New York Diabetes 
Association and held at Memorial Hospital and The 
New York Academy of Sciences, New York City, 
October 8, 1953. 181 pages, illustrated. New York: 
The National Vitamin Foundation, Incorporated 
(15 East 58th Street), 1954. Price $2.50. 

The symposium was divided into two parts, (a) 
the fundamental biochemical and (b) the clinical 
applications of this newer knowledge. The symposium 
was convened because of the need of bringing together 
at intervals a summary of recent advances to decrease 
the interval between discovery and the textbook and 
the application of new knowledge to the care of the 
patient. 

The first portion of the symposium considered 
heredity, lipogenesis, endocrine relationships, the ac- 
tion of insulin, and the hyperglycemic glycogenolytic 
factor of the pancreas. The concluding portion of 
the symposium was devoted to problems encountered 
in the management of diabetic patients such as the 
control of the complications of diabetes, disturbances 
in B,, metabolism in diabetes, indications for the 
use of various insulins, management of diabetes during 
pregnancy, the effects of life situations and emotions 
upon the management of diabetes, management of 
surgical infections and the nutritional management 
of diabetes. 

This publication offers excellent therapeutic advice 
with a theoretical basis. 


Sympathetic Control of Human Blood Vessels. By H. 
Barcroft, M.A., M.D., M.R.C.P., Professor of Physi- 
ology, St. Thomas's Hospital Medical School, Lon- 
don, formerly Dunville Professor of Physiology, 
and Queen's University, Belfast; and H. J. C. 
Swan, Ph.D., M.B., M.R.C.P., formerly Lecturer in 
Physiology, St. Thomas’s Hospital Medical School, 
London, Research Associate, Mayo Clinic, Rochester, 
Minnesota. 165 pages with illustrations. Baltimore: 
The Williams and Wilkins Company, 1953. Price 
$3.75. 

This publication considers in great detail constrictor 
and dilator sympathetics, adrenaline, noradrenaline, 
exercise effects, adrenergic blockade, pheochrome 


tumors, vaso-vagal syndrome and plethysmography. 


A large quantity of basic experimental work is 
presented by providing a good background for sub- 
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sequent clinical observations. The text also abounds 
with diagrams, graphs and photographs that facilitate 
clarification of much of the data. 

This is a highly specialized portion of medical 
writing that serves to bring some order, correlation 
and organization to a field that is poorly understood 
by most physicians. 


Endemic Goiter. The Adaptation of Man to TIodine 
Deficiency. By John B. Stanbury, M.D., Chief of 
the Thyroid Clinic of the Massachusetts General 
Hospital; Gordon L. Brownell, Ph.D., in charge 
of the Physics Research Laboratory, Massachusetts 
General Hospital; Douglas S. Riggs, M.D., Depart- 
ment of Pharmacology, Harvard Medical School; 
Hector Perinetti, M.D.; Juan Itoiz, Ph.D.; and 
Enrique B. Del Castillo, M.D., collaborators. Har- 
vard University Monograph in Medicine and Pub- 
lic Health, Number 12. 209 pages, illustrated. Cam- 
bridge, Massachusetts: Harvard University Press, 
1954. Price $4.00. 

A monograph reporting the findings of the Andean 
Goiter Expedition in 1951. An endemic goiter area 
in Argentina was carefully studied to satisfy scientific 
curiosity as to how the thyroid safeguards hormone 
manufacture despite great difficulties in obtaining 
adequate amounts of the necessary raw material, 
iodine. 


To answer this question, a laboratory was estab- 
lished at the Central Hospital of Mendoza, Argentina. 
Facilities for the determination of radioactive iodine 
and for the chemical determination of iodine were 
installed. The majority of the patients were native 
born females of the younger age group and had 
nodular goiters of an estimated weight of 50-200 
grams. These patients were found to have a greater 
uptake of radioactive iodine while the protein bound 
iodine levels were not significantly altered. Urinary 
iodine excretion studies seemed to demonstrate that 
iodine uptake is dependent upon the iodine that is 
available to the patient in his diet. Iodine seemed 
to be retained in proportion to the amount supplied 
by mouth up to what appeared to be an overloading 
point. Dessicated thyroid resulted in a rapid decrease 
in the iodine uptake above and beyond the amount 
of iodine needed to make thyroxin. It was interesting 
to note that the kidney apparently does not play 
any role in adaptation to iodine deficiency. This 
study amply reaffirms iodine lack as the etiological 
factor in endemic goiter. 

For the reader’s convenience excellent sections are 
included which discuss the dynamics of iodine metabo- 
lism, methimazole and thyrotropin, and the theoreti- 
cal aspects of iodine metabolism. 

This is a publication noteworthy for the exactness 
of its work, the specificity of its subject matter range, 
and the clarity of its organization and presentation. 


Experimental Diabetes and Its Relation to the Clinical 
Disease. A Symposium organized by The Council 


for International Organizations of Medical Sciences. 
Established under the joint auspices of U.N.E.S.C.O. 
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and W.H.O. Consulting Editors, J. P. Hoet (Bel- 

gium); F. G. Young (U. K.) Editors for the Council, 

J. F. Delafresnaye, C.1.0.M.S., Paris, France; and 

G. Howard Smith, Department of Biochemistry, 

Cambridge, England. 352 pages, illustrated. Spring- 

field, Illinois: Charles C. Thomas, Publisher, 1954. 

Price $5.50. 

The outstanding men in this field participated in 
this meeting and the results provide some of the 
most stimulating material available on this subject. 
The mechanisms and procedures utilized in precipi- 
tating experimental diabetes were reviewed and dis- 
cussed. The possible interaction of adrenal and 
pituitary hormones as etiological participants in the 
production of diabetes were evaluated. Detailed con- 
sideration of hereditary factors, enzyme patterns, fac- 
tors influencing insulin, pregnancy, and the _ islets 
of Langerhans was accomplished concisely and com- 
pletely. 

Perhaps one of the more interesting topics was 
the presentation of data on glucagon (the 
hyperglycemic-glycogenolytic factor of the pancreas). 
It is believed that glucagon is produced by the alpha 
cells of the pancreas and has an enormous ability to 
cling to insulin and will produce its effects in most 
forms of insulin commercially available today. Gluca- 
gon is thought probably to be a hormone and may 
stimulate the adrenal cortex to some degree and has 
some relationship to the pituitary gland. Trypsin di- 
gestion seems to separate glucagon from insulin and 
is used by some drug companies. The importance 
or significance of glucagon cannot yet be assayed but 
it is seldom considered by most workers in this field 
and after this publication may receive more attention. 

This monograph obviously will be of interest only 
to a selected few who are engaged in experimental or 
clinical work with diabetes. 


Metabolic Interrelations with Special Reference to 
Calcium. ‘Transactions of the Fifth Conference, 
New York, New York, January 5-6, 1953. Edited by 
Edward C. Reifenstein, Jr., Director, Biological and 
‘Therapeutic Research, Schering Corporation, Bloom- 
field, New Jersey. Editorial Assistants: Shirley L. 
Wells, M.S., and Beverly B. Turner. 385 pages, il- 
lustrated. Packanack Lake, New Jersey: The Josiah 
Macy, Jr. Foundation, 1954. Price $5.00. 

As in previous conferences, outstanding authorities 
in all phases of the field to be discussed were partici- 
pants. The same informal manner of conducting the 
conference with frequent and detailed group discus- 
sion prevailed. 

The basic concepts of calcium and_ phosphorous 
metabolism were considered and related in bone, body 
fluids, connective tissues, renal clearance, plasma frac- 
tions, rickets and the parathyroid hormone. The data 
are presented in detail and are of a very highly special- 
ized nature representing in many instances the com- 
bination of the experiences and observations of these 
leaders in this phase of metabolism. 

One of the more unusual subjects presented was 
that of the chelating agents EDTA or Versene. These 
have recently been utilized clinically to enhance the 
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mobilization and excretion of toxic metals. Versene 
has also been of value in studying calcium metabolic 
mobility. The discussion of these data would seem 
to indicate future work in this sphere to be very 
productive. 

The publication of these transactions is stimulating 
reading. 


Textbook of Bacteriology. By Joseph M. Dougherty. 
\.B., M.A., and Ph.D., Formerly Dean of the School 
of Science and Professor of Bacteriology, Villanova 
University; and Anthony J. Lamberti, B.S., MS., 
Instructor in Bacteriology and Parasitology, Temple 
University School of Medicine. Third Fdition. 598 
pages, with 190 illustrations. St. Louis: The C. V. 
Mosby Company, 1954. Price $8.25. 

This is a bacteriology text designed expressly for 
students with the aim of acquainting them with 
the fundamentals and basic principles of bacteriology. 
An effort has been made to simplify the subject 
matter without sacrificing necessary detail and infor- 
mation. Treatment of the various bacterial diseases 
has been omitted as well as any detailed descriptions 
of the clinical picture seen in each infection. This 
provides the reader with a brief and sometimes in- 
complete source of information. It may not be wise 
for medical students to study a text with these limi- 
tations. In many sections dealing with specific indi- 
vidual organisms, the reader has the impression that 
the brevity is so great that coherency and complete- 
ness are lost and that oversimplification of the subject 
matter has occurred. 


One of the most satisfactory sections of the text 
is the portion considering immunity antitoxins, agglu- 
tinins and the procedures followed in the elucidation 
of these states and conditions. 

In the final analysis, this is probably a satisfactory 
bacteriology text for all non-medical students of bac- 
teriology, but its brevity and oversimplification make 
it an inadequate text for medical students and grad- 
uate students. 


Frazer’s Manual of Embryology. The Development 
of the Human Body. By J. S. Baxter, M.A., M.Sc.. 
M.D., F.R.C.S.1., Professor of Anatomy, University 
College, Cardiff; Formerly Reader in Anatomy, Uni- 
versity of Bristol; and Assistant Professor of Anat- 
omy, McGill University, Montreal. Third Edition. 
488 pages with illustrations. Baltimore: The Wil- 
liams and Wilkins Company, 1953. Price $8.00. 
This third edition has been revised to keep pace 

with present day thinking about embryology but still 

retains the format previously established by Dr. Fraz- 
er. A major portion of the text is composed of his 
observations and work. 

The subject matter is presented in a regional man- 
ner rather than by organ systems. This does allow 
the reader to formulate a more composite picture of 
embryological development, but has the disadvantage 
of artificially separating the consideration of the 
individual organ systems. 

The text is arranged in two general divisions: Part 
I, Early and General Development; and Part II, De- 
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velopment of Separate Organs and Regions. Part I 
represents a complete compilation of all available 
information on the development of the sex cells, fer- 
tilization and growth of the embryo through the 
yolk sac stage. From this point each region is dis- 
cussed in detail separately. 

The clarity and excellent organization of this book 
will enable students and those not grounded in the 
fundamentals of embryology to achieve a rapid and 
detailed introduction to this basic science. 

The only possible criticism of this text is the 
exclusion of references. Because of this, additional 
detail is not easily available to the reader. However, 
this does not constitute a major objection and the 
high standards of this edition still serve as a tribute 
to the late Professor Frazer. 


Antibiotics. By Robertson Pratt, Ph.D., Professor of 
Pharmacognosy and Plant Physiology, University of 
California College of Pharmacy; Consultant on An- 
tibiotics; and Jean Dufrenoy. D. Sci. (Paris), Re- 
search Associate in Antibiotics, University of Cali- 
fornia College of Pharmacy. Second Edition. 398 
pages with 87 illustrations, including one plate in 
full color. Philadelphia, London, and Montreal: 
J. B. Lippincott Company, 1953. Price $7.50. 
This detailed account of antibiotics in general 

offers much in the basic science associated with these 

drugs, but offers little aid to the clinician. As a 

reference manual it is outstanding. Each antibiotic 

is treated in detail as to its elaboration, synthesis, and 
characteristics. The entire Part I, “Fundamental As- 
pects,” is excellent reading and should be a requisite 
in any medical school curriculum. The science of 
antibiotics has developed so rapidly during the last 
few years that very little of the fundamental knowl- 

edge has become available to medical students o1 

clinicians. This book offers much to fill this deficit. 
The book is wide in scope and deals with the value 

of antibiotics not only in medical but dental and 
agricultural practice as well. It is much more valuable 
to the research worker or student than to the 
clinician. 


Improvement of Patient Care. A Study at Harper 
Hospital. By Marion J. Wright, R.N., M.S., Associate 
Director, Harper Hospital, Detroit, Michigan. 236 
pages. New York: G. P. Putnam’s Sons, 1954. 


Miss Wright was selected to study the ways and 
means to provide better care for more patients in 
the face of building expansion and personnel short- 
ages. She studied these problems by submitting every 
situation, individual, and groups of individuals, to 
massive and exhaustive questionnaires. These forms 
are presented in a detailed appendix to the book 
and after a perusal of them, it is obvious that their 
scope is considerable and the information-yield tre- 
mendous. 

After analyzing the accumulated data the facilities 
and personnel were adjusted so maximum utilization 
of both was effected. There is no doubt that the 


operating efficiency of the hospital was enormously 
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increased and it is the hope of this reader that pa- 
tient care enjoyed a corresponding improvement. 
However, the inter-personal relationships attendant 
upon good patient care cannot always be reduced to 
economics, graphs and charts. Efficiency at times can 
become cold and impersonal and predispose to better 
business management at the expense of patient care. 
Tangible evidence for improved patient care is diffi- 
cult to obtain and the title of this book may well 
be misnomer. 


A Synopsis of Anaesthesia. By J. Alfred Lee, M.R.CS., 
L.R.C.P., M.M.S.A., D.A., F.F.A.R.C.S., Consultant 
Anaesthetist to the Southend-on-Sea Hospital. Third 
Edition. 483 pages, illustrated. Baltimore: The Wil- 
liams and Wilkins Company, 1953. Price $3.50. 


The book gives a complete coverage of all the prin- 
ciples, methods, technics and pharmacological agents 
currently used in anesthesia. This volume embodies 
all of the recent advances and established factors in 
the theory and practice of anesthesiology. It will en- 
able the reader to obtain a rapid but very thorough 
review of any aspects of anesthesia. As the author 
states, “this book is not designed to take the place 
of the larger textbooks of anesthesia and analgesia. 
It is a summary of current teaching and practice and 
it is hoped that it will serve the student, the resident 
anesthetist, the practitioner, and the candidate study- 
ing for the Diploma in Anesthetics, as a ready source 
of reference and a quick means of revision.” The 
book appears to fulfill admirably this purpose and 
be much more detailed and complete than one has 
a right to expect in a synopsis. 


Heart. A Physiologic and Clinical Study of Cardio- 
vascular Diseases. By Aldo A. Luisada, M.D., Asso- 
ciate Professor of Medicine and Director, Division 
of Cardiology of The Chicago Medical School, under 
a Teaching Grant of the National Heart Institute, 
U. S. Public Health Service; Associate Attending 
Physician (Acad. Staff) and Chief of Cardiac Clinics, 
The Mount Sinai Hospital of Chicago; and Chief 
of Service and Cardiologist, La Rabida Jackson 
Park Sanitarium. With a Foreword by Herrman L. 
Blumgart, Physician-in-Chief, Beth Israel Hospital; 
and Professor of Medicine, Harvard Medical School. 
Second Edition. 680 pages, illustrated. Baltimore, 
The Williams & Wilkins Company, 1954. Price 
$15.00. 

The second edition of this book has been com- 
pletely revised. None of the chapters is entirely the 
same and three new sections have been included. 

This is probably the only textbook of cardiology 
that provides an adequate integration of cardiovas- 
cular physiology, hemodynamics, graphic representa- 
tion of cardiovascular forces, and cardiovascular 
pathology with clinical cardiovascular disease. Each 
clinical disease state or entity is discussed as regards 
the clinical approach and management, but also as 
regards basic cardiovascular fundamentals, principles 
and dynamics. It is unusually clearly illustrated with 
excellent diagrams, reproductions of various tracings 
and x-rays and with photographs. 
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The correlation of the pulse and venous wave 
tracings as well as the EKG and heart sounds add a 
significant amount to the clarity of a very direct text. 

The author makes no attempt to adhere to the 
empirical portions of cardiology and frequently ex- 
presses his own concepts which are stimulating. Al- 
though some individuals of note would disagree with 
a few of the premises the publication does stand as a 
fundamentally sound textbook of cardiology remark- 
able in its completeness. 


Perhaps the greatest disagreement will arise from 
some of the author’s suggestion for therapy. Because 
of the constantly vacillating nature of cardiovascular 
therapeutics, this is always the least valuable portion 
of a_ publication. 


All in all, this is an excellent reference book for 
the average physician and a superb textbook for the 
embryo cardiologist. 


Health Principles and Practice. By C. V. Langton, 
B.S., M.S., Dr. P.H., Ed.D., Director of Physical 
Education, Oregon State College; Formerly Visiting 
Professor, University of Michigan; and C. L. Ander- 
son, B.S., M.S., Dr. P.H., Professor of Hygiene and 
Health Education, Oregon State College. 417 pages 
with illustrations. St. Louis: The C. V. Mosby Com- 
pany, 1953. 


This textbook is for college students who are con- 
cerned with the problems and principles of personal 
and social hygiene. 


It serves as an excellent introduction to the con- 
cepts in the field of good health. Heredity and cu- 
genics; mental health; nutrition; exercise; sunlight; 
fresh air; sex and reproduction; poisons of everyday 
life; communicable disease and health services are all 
outlined and discussed in detail. The average college 
student should be able to derive an adequate under- 
standing of most of the fundamentals essential to 
good personal care and an improvement in the 
standards of the health of the community. 

The section dealing with sex and reproduction is 
especially well written and presents a fair appraisal 
of the subject and should be very valuable in helping 
to eradicate many of the prevalent fears and miscon- 
ceptions. 

This book will be of little personal value to physi- 
cians but it would be well for them to familiarize 
themselves with it so they can refer patients in need 
of this knowledge to a reliable text. 


The Official Preparations of Pharmacy. By Charles 
Oren Lee, Ph.D., Professor of Pharmacy, Purdue 
University School of Pharmacy, Lafayette, Indiana. 
Second Edition. 544 pages with illustrations. St. 
Louis: The C. V. Mosby Company, 1953. Price $5.50. 
This book discusses the problems that pertain to 

the manufacture of the pharmaceutical preparations 

which are official in the United States Pharmacopeia 

XIV and the National Formulary IX edition. 

This is a text for pharmacologists or those with a 
good background in pharmacology. The therapeutic 
aspects of the substances under discussion are not 
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considered and this volume may be defined as a pure, 
technical, pharmacological methods text. 


This book has a very limited sphere of usefulness 
and is primarily of interest to pharmacists and physi- 
cians associated with pharmaceutical houses. 


Laboratory Techniques in Rabies. World Health Or- 
ganization Monograph Series, No. 23. By various 
authors. 150 pages, illustrated. Geneva, Switzerland: 
World Health Organization, 1954. Price $3.00 (paper- 
bound), $4.00 (clothbound). 

A World Health Organization monograph by I4 
rabies specialists from various parts of the world 
covering five major aspects of rabies: research technic: 
laboratory diagnosis; methods of vaccine production; 
vaccine-potency tests; the production of hyperimmune 
serum; and the care and breeding of experimental 
animals. 


[he text is well illustrated and a voluminous num- 


ber of references is made available for the reader’s 
further perusal of this subject. 
This is a well written, highly technical manual 


restricted to a specific area. It provides the laboratory 
worker with instructions and the clinician with data 
that enhance his interpretation of the various pro- 
cedures. A good monograph of use to a limited few. 


Primer of Allergy. A guidebook for those who must 
find their way through the mazes of this strange 
and tantalizing state. By Warren T. Vaughan, M.S., 
M.D., Richmond, Virginia; and revised by J. Har- 
vey Black, M.D., Dallas, Texas. Fourth Edition. 190 
pages, illustrated. St. Louis: The C. V. Mosby Com- 
pany, 1954. Price $4.25. 

A booklet designed to inform the patient about the 
nature of his allergic illness. It is hoped that the 
knowledge of his disease will encourage more intelli- 
gent patient cooperation and therefore better thera- 
peutic results. 

Ihe text is presented in a form that should prove 
appealing and understandable to lay people. ‘The 
analogy is made between a military engagement with 
an enemy and the patient’s struggle with his allergy. 
All in all this is a most effective method of empha- 
sizing the salient features of allergic disorders. Illustra- 
tions are numerous and frequent utilization of car- 
toons relieves the more formidable array of necessary 
medical language. 

‘This is a surprisingly complete and yet simple dis- 
cussion of the major problems in allergy and should 
prove helpful to every patient with an allergic dis- 
order as well as to most of their physicians. 


Diseases of the Skin. By Oliver S. Ormsby, M.D., Late 
Rush Professor of Dermatology, University of IIli- 
nois; Attending Dermatologist to the Presbyterian 
Hospital of Chicago; and Hamilton Montgomery, 
M.D., M.S., Professor of Dermatology and Syphil- 
ology, Mayo Foundation for Medical Education and 
Research, Graduate School, University of Minnesota, 
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Rochester, Minnesota. Eighth Edition. 1503 pages, 
illustrated. Philadelphia: Lea and Febiger, 1954. 
Price $22.00. 

Because the authors are well aware that the ma- 
jority of the cutaneous disorders are manifestations 
of systemic disease, they have approached the study 
of dermatology in a logical manner with an intro- 
ductory section emphasizing anatomy, histology, 
chemistry, physiology and general features of the 
skin. While this gives an excellent background for 
the subsequent sections on disease manifestations, 
disease entities and disorders of the various portions 
of the dermis, it seems somewhat unfortunate that 
a specific section was not devoted to cutaneous mani- 
festations of systemic diseases. Too many dermatology 
texts and dermatologists content themselves with de- 
scription diagnosis and empirical therapy to the 
exclusion of theoretical thinking and clinical and 
laboratory investigation. Much in this book is de- 
scriptive and empirical but the magnitude of its com- 
pleteness circumvents this criticism to a major degree. 
It is remarkable how inclusive this volume seems 
to be. 


Clinical Orthoptic Procedure. A Reference Book on 
Clinical Methods of Orthoptics. By William Smith, 
O.D., Associate Instructor in Optometry and_ In- 
structor of Orthoptics and Visual Training, Massa- 
chusetts College of Optometry, Boston. Second Edi- 
tion. 524 pages with illustrations. St. Louis: The 
C. V. Mosby Company, 1954. Price $10.00. 

Ihe procedures suggested by the author follow in 
general the basic principles proven by experience in 
orthoptics from the ophthalmological viewpoint. 
Amblyopia must be overcome, suppression must be 
broken up and the acquisition of fusion and 
strengthening of its amplitude must be attempted. 
Deviations from these general principles include the 
emphasis upon the flashing of a light without a 
target to overcome amblyopia and on “calisthenics” 
not clearly defined. 


Physicians and orthoptic technicians who work with 
physicians will find the terminology of this book 
different from that used in books from the ophthalmo- 
logical viewpoint. Since the communication of ideas 
in any highly technical field is performed almost 
entirely by words, this defect is a major one, especially 
in a subject in which general agreement on defini- 
tions has not yet been reached. 


Therefore, the orthoptic technician beginning her 
training should avoid this book. After she is con- 
siderably advanced, she may pick her way warily 
through it with profit because of the differing con- 
cepts which are presented. 


All authors are limited by their prejudices and 
since the author is not an ophthalmologist, he keys 
the book along his resultant bias. He emphasizes 
treatment without recourse to muscle surgery, glibly 
writes of “tension normal to fingers” (an unscientific 
statement) and indicates the superiority of refraction 
by “fogging” method to the cycloplegic method. Many 
case reports document his generalizations, but one 
wonders whether many of them are exceptional and 
thus fail to justify broad sweeping conclusions. 
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Psychotic and Neurotic Illnesses in Twins. By Eliot 
Slater. With the assistance of James Shields. Statisti- 
cal Appendix by Joan May. Medical Research 
Council Special Report Series No. 278. 385 pages 
with tables. London: Her Majesty's Stationery Of- 
fice, 1953. Price $4.75. 

This study was undertaken to weigh the effects 
of heredity and environment on human_ behavior. 
Uniovular and binovular twins were utilized in a 
study of $00 case histories. The author concludes 
that basic makeup of personality is largely due to 
hereditary influences. The genetical factors were 
shown to have a very important effect upon the 
psychoses though environmental factors play a sub- 
stantial role which may well be decisive in an in- 
dividual case. 

Approximately one-third of this monograph is de- 
voted to the publication of the data, discussion and 
conclusion of this study. The remaining two-thirds 
consists of rather detailed case histories from all 
groups from which data were obtained. 


This interesting piece of work should prove of 
great interest to psychiatrists, geneticists, and biolo- 
gists. As one would expect it is very difficult to 
separate the effects of heredity and environment upon 
human behavior regardless of the technics used to 
analyze it, 


A Curriculum for Schools of Medical Technology. 
Edited by Israel Davidsohn, M.D., Professor of 
Pathology and Chairman of Department, Chicago 
Medical School; Kurt Stern, M.D., Director, Blood 
Center of Mount Sinai Medical Research Founda- 
tion and Hospital; Assistant Professor of Pathology, 
Chicago Medical School, Chicago. Third Edition. 
122 pages. Muncie, Indiana: Registry of Medical 
Fechnologists (Post Office Box 1209) 1953. Price 
$3.00. 

The outline is complete with suggested reading 
references for each topic. This manual plans the stu- 
dent’s time day by day and provides necessary infor- 
mation to construct reliable methods of testing his 
knowledge. 

Various textbooks are recommended for each  sec- 
tion of the course and no actual teaching data ap- 
pear in this manual. It appears to be an excellent 
framework upon which to build a better than average 
course in medical technology. 

It will, of course, be of interest only to those en- 
gaged in this endeavor. 


The Graphomotor Projection Technique. Clinical 
Use and Standardization. A Monograph in The Ban- 
nerstone Division of American Lectures in Psychol- 
ogy. By Samuel B. Kutash, Ph.D., Chief, Clinical 
Psychology Section, Veterans Administration Hospi- 
tal, East Orange, New Jersey; and Raymond H. Gehl, 
M.D., Psychiatric Consultant, Newark Regional Of- 
fice, Mental Hygiene Clinic, Veterans Administra- 
tion, Newark, New Jersey. Edited by Molly Har- 
rower, Ph.D., Research and Consulting Psychologist, 
New York. Publication Number 218, American Lec- 
ture Series. 133 pages, illustrated. Springfield, Lli- 
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nois: Charles C. 
$3.75. 

This volume is intended as a manual for the ad- 
ministration, scoring and interpretation of the grapho- 
motor projection technic, a method of personality 
study developed by the authors over the past five 
years for rapid screening and possibly evaluation of a 
large number of patients. 

The subject is first blindfolded and allowed to do 
anything he wishes with a pencil and paper for five 
minutes without trying to make anything definite. 
His speed, tenseness, what he associated with the 
drawings and thoughts he had while drawing them 
are all compiled. The blindfold is then removed and 
onionskin paper placed over the first sheet and the 
patient asked to trace lines already on the first sheet 
to any designs, figures, etc. that he wishes. Associa- 
tion technics are then applied to this second sheet. 


Thomas, Publisher, 1954. Price 


It is difficult to see any real value for a test such 
as this. So many variables are concerned (the least 
of these is not the variability of response among 
testers) that reliability is necessarily poor. Any patho- 
psychological condition disclosed by such a gross and 
speculative text must certainly be amenable to clinical 
diagnosis. 

The premise that personality and deep psychological 
problems are revealed in aimless scribbling and free 
association with this artistry is an unsound one. ‘Too 
much rests upon speculative interpretation of data 
and the multiplicity of factors and weighing differ- 
ences of factors that compose the personality. 

This monograph seems to be another abortive at- 
tempt to apply testing methods to non-scientific prob- 
lems in an attempt to transpose them into scientific 
status. It fails. 


Textbook of Public Health. (formerly Hope and 
Stallybrass). By W. M. Frazer, O.B.E., M.D., Ch.B., 
M.Sc., D.P.H., Barrister-at-Law, Gray’s Inn. Thir- 
teenth Edition. 663 pages with illustrations. Ballti- 
more: The Williams & Wilkins Company, 1953. 

A textbook of public health in Great Britain that 
has been revised to conform with the standards and 
program of the National Health Service. Under a 
socialized form of medicine the public health depart- 
ment and fundamental principles of public health 
attain positions of supreme importance. 


Routines are available for every aspect of medicine 
and great attention is concentrated upon departmen- 
talization and physical organization of all agencies 
providing any type of patient care. 

Review of the more salient legal requirements is 
incorporated into nearly every section of the book. 


Nevertheless the standard problems of communicable 
disease, preventive medicine, child welfare, and pro- 
grams for the handicapped all receive better than 
adequate discussion in this very inclusive text of 
public health. Perhaps its only criticism as far as 
the American reader is concerned is the tendency for 
this volume to assume too regional an approach and 
be more applicable to conditions in Great Britain 
than in the United States. 


If one can wade through the National Health Serv- 
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ice verbiage, this is the most complete and valuable 
text on public health problems available today. 


Medical Schools in the United States at Mid-Century. 
A Comprehensive Self-Evaluation of Today’s Medical 
School. By John E. Deitrick, M.D., Director of the 
Survey of Medical Education, Magee Professor of 
Medicine and Head of the Department, Jefferson 
Medical College and Hospital; and Robert C. Ber- 
son, M.D., Associate Director of the Survey of Medi- 
cal Education, Assistant Dean and Assistant Professor 
of Medicine, Vanderbilt University Medical School. 
380 pages. New York: McGraw-Hill Book Com- 
pany, Inc., 1953. Price $4.50. 

This volume comprises the formal report of the 
Survey of Medical Education, organized in 1947. In 
brief it considers the functions of the medical school, 
the finances of the medical school, the medical school 
in operation, the curriculum and teaching methods, 
and advanced education and training. 


Such a comprehensive, factual and complete report 
is of inestimable value to medical school adminis- 
trators. The mechanics of organization of a medical 
school are enumerated and plans are proposed that 
will enable any institution to utilize its facilities more 
completely. 

The outstanding problems in medical education are 
reviewed and the various methods for handling them. 
It is difficult for the average physician to realize or 
appreciate the scope of the problems confronting med- 
ical education. 


In the final analysis the authors seem to conclude 
that although organization, proper facilities, academic 
excellence, and financial solvency are important, the 
genuine wealth and worth of a medical school resides 
in the attitudes of its faculty and student body. Lead- 
ership by example and inspiration is more significant 
in producing young physicians of top caliber than is 
teaching by dictum. This report does much to help 
restore medicine to the status of a profession and to 
re-evaluate the concepts and ideals of medical educa- 
tion. All individuals with anv interest or contact with 
medical education should read this publication. 


Books Received 


Abnormal Movements of the Face. With Special Consideration 
of Abnormal Facial Movements Occurring in Paroxysmal Dis- 
orders. By Samuel C. Little, M.D., Associate Professor of 
Clinical Medicine (Neurology), and Director of the Laboratory 
of Electroencephalographyv, Medical College of Alabama; Con- 
sultant in Neurology and Electroencephalography to the Vet- 
erans’ Hospitals in Alabama; and Neurological Consultant to 
the Hospitals of Birmingham. 70 pages. University, Alabama: 
University of Alabama Press, 1954. Price $2.00. 


Clinical Measurement of Uterine Forces in Pregnancy and 
Labor. By S. R. M. Reynolds, Ph.D., D.Sc., Staff Member, 
Department of Embryology, Carnegie Institution of Washing- 
ton; Lecturer in Obstetrics, The Johns Hopkins University 
School of Medicine, Baltimore, Maryland; and Professor, Hon- 
orary, Faculty of Medicine, Montevideo, Uruguay, Jerome S. 
Harris, M.D., Department of Obstetrics and Gynecology, Uni- 


SOUTHERN MEDICAL JOURNAL 


November 1954 


versity of Colorado School of Medicine, Denver, Colorado, and 
rwin H. Kaiser, M.D., Ph.D., Department of Obstetrics and 
Gynecology, University of Minnesota Medical School, Minne- 
apolis, Minnesota. 328 pages, illustrated. Springfield, Illinois: 
Charles C. Thomas, Publisher, 1954. Price $9.50. 


Surgery of the Adrenal Glands. By William Wallace Scott, 


M.D., Ph.D., Professor of Urology, The Johns Hopkins Uni- 
versity School of Medicine; Urologist-in-Charge, The Johns 
Hopkins Hospital; and Director, James Buchanan Brady 


Urological Institute, Baltimore, Maryland, and Perry B. Hud- 
son, M.D., Assistant Professor of Urology, Columbia Univer- 
sity College of Physicians and Surgeons; Assistant Urologist, 
Presbyterian Hospital; and Assistant Visiting Urologist, Francis 


Delafield Hospital, New York, New York. 150 pages, illus- 
trated. Springfield, Illinois: Charles C. Thomas, Publisher, 


1954. Price $3.50. 


Professional Adjustments. By Sister Mary Isidore Lennon, 
N 


R.S.M M.A., M.S.W., Director of St. John’s 
Hospital School of Nursing, 1939-1945; Director of Social 


Service Department, St. John’s Hospital, St. Louis; Consultant 
in Nursing Education, St. Louis Province, Sisters of Mercy 
of the Union in the United States. Third Edition. 381 pages. 
St. Louis: The C. V. Mosby Company, 1954. Price $4.75. 


The Practice of Sanitation. By Edward Scott Hopkins, Prin- 
cipal Associate Engineer, Bureau Water Supply, Baltimore, 
Maryland; Colonel, Medical Service Corps (Sanitary Engineer- 
ing Section), United States Army, Reserve; and_ Instructor, 
McCoy College, Johns Hopkins University, and Wilmer Henrv 
Schulze, Director, Sanitary Section, Baltimore City Health 
Department. Second Edition. 466 pages, illustrated. Balti- 
more: The Williams & Wilkins Company, 1954. Price $8.00. 


Nervousness, Indigestion and Pain. By Walter C. Alvarez, 
M.D., Emeritus Professor of Medicine, University of Minne- 
sota (Mayo Foundation) Emeritus Consultant in the Division 
of Medicine. The Mayo Clinic. Popular Edition. 235 pages. 
New York: Harper & Brothers, Publishers, 1954. Price $3.50. 


Factors Affecting the Costs of Hospital Care. Financial Hos- 
pital Care in the United States. Edited by John H. Hayes. 
Volume 1. 300 pages. New York: The Blakiston Company, 
Inc., A Division of Nelson Doubleday, Inc., 1954. Price $4.00. 


Liver Injury. Transactions of the Twelfth Conference, Sep- 
tember 21, 22 and 23, 1953. Edited by F. W. Hoffbauer, 
M.D., Associate Professor, Department of Medicine, University 
of Minnesota Hospitals, Minneapolis, Minnesota. 229 pages, 
illustrated. Packanack Lake, New Jersey: The Josiah Macy, 
Jr. Foundation, 1954. Price $4.25. 


Cystic Fibrosis of the Pancreas in Infants and Children. By 
Charles D. May, M.D., Professor and Chairman, Department 
of Pediatrics, State University of Iowa, Iowa City, Iowa. 93 
pages, illustrated. Springfield, Hlinois: Charles C. Thomas, 
Publisher, 1954. Price $3.00. 


Clinical Approach to Jaundice. By Leon Schiff, M.D., Ph.D., 
Professor of Clinical Medicine, Department of Internal Medi- 
cine, University of Cincinnati College of Medicine; and Di- 
rector, Gastric Laboratory, Cincinnati General Hospital. 113 
pages, illustrated. Springfield, Ulinois: Charles C. Thomas, 
Publisher, 1954. Price $3.75. 


ddministrative Medicine. Transactions of the Second Con- 
ference, December 8, 9 and 10, 1953, Princeton, New Jersey. 
Fdited by George S. Stevenson, M.D., National and Interna- 


tional Consultant, National Association for Mental Health, 
New York, New York. 164 pages. Packanack Lake, New 


Jersey: Josiah Macy, Jr. Foundation, 1954. Price $3.00. 


legg-Calve-Perthes Syndrome and Related Osteochondroses of 
Youth. By Charles Weer Goff, M.D., Assistant Clinical Pro- 
fessor of Orthopaedic Surgery, Yale University School of Medi- 
cine; Attending Orthopaedic Surgeon, Newington Home and 
Hospital for Crippled Children, St. Francis Hospital, Hartford: 


and Visiting Professor of Physical Anthropology, Hartford 
Seminary Foundation. In association with Ned M. Shutkin, 
M.D., and Mverma R. Hersey, M.S. 332 pages, illustrated. 
Springfield, Illinois: Charles C. Thomas Publisher, 1954. 
Price $10.75. 

Hypoglycemia and the Hypoglycemic Syndrome. By A. J. 


Kauvar, M.D., F.A.C.P., Assistant Clinical Professor of Medi- 
cine, University of Colorado School of Medicine; and Attend- 
ing Physician Gastroenterology, Colorado General Hospital and 
Denver General Hospital, and Martin G. Goldner, M.D., 
F.A.C.P., Clinical Associate Professor of Medicine, State Uni- 
versity of New York, Medical Center at New York; Director 
of Medicine, Jewish Sanitarium and Hospital 
Diseases, Brooklyn, New York. 67 pages. 
nois: Charles C. Thomas, Publisher, 1954. 


for Chronic 
Springfield, Ili- 
Price $3.00. 
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An Introduction to Physics in Nursing. By Hessel Howard 
Flittel, R.N., M.A., Assistant Professor and Director of 
Science Instruction, School of Nursing, University of Penn- 
sylvania; formerly Head of Nursing Science Department, 
School of Nursing, Hospital of the University of Pennsylvania, 
Philadelphia; Instructor in Education, Hunter College of the 
City of New York, New York City; Instructor of Physics Ap- 
plied to Nursing, New York University, School of Education. 


Second Edition. 208 pages, illustrated. St. Louis: The C. V. 
Mosby Company, 1954. Price, $3.50. 
The Manual of Antibiotics, 1954-1955, Preparations, ‘Thera- 


peutic Index, Generic and Trade Names, Producers. Prepared 
under the editorial direction of Henry Welch, Ph.D. 87 pages. 
Published by Medical Encyclopedia, Inc., New York City. 
Distributed by American Pharmaceutical Association, 2215 
Constitution Avenue, N. W., Washington, D. C. Price $2.50. 


The Mechanism of Labour. A Monograph in The Banner- 
stone Division of American Lectures in Gynecology and Ob- 
stetrics. By Erik Rydberg, M.D., Professor of Obstetrics and 
Gynaecology, University of Copenhagen, Copenhagen, Den- 
mark. Edited by E. C. Hamblen, B.S., M.D., F.A.C.S., Pro- 
fessor of Endocrinology, Associate Professor of Obstetrics and 
Gynecology, Duke University School of Medicine; Chief of 
the Division of Endocrinology, and Endocrinologist, Duke 
Hospital, Durham, North Carolina. Publication Number 181, 
American Lecture Series. 180 pages, illustrated. Springfield, 
Illinois: Charles C. Thomas, Publisher, 1954. Price $4.75. 


A History of Medicine. By Ralph H. Major, M.D., Professor 
of Medicine and of the History of Medicine, The University 
of Kansas School of Medicine, Kansas City, Kansas. Volumes 
One and Two. Volume One, 563 pages; Volume Two, 
1155 pages; both illustrated. Springfield, Illinois; Charles 
C. Thomas, Publisher, 1954. 


Biology of Anopheles Gambiae. Research in French Africa. 
By M. H. Holstein, Dr es Sc., Maitre de Recherches de 
l'Office de la Recherche Scientifique Outre-Mer, Paris. 172 
pages, illustrated. Geneva, Switzerland: World Health Organi- 
zation, 1954. Price $2.00. 
Retropubic Prostatectomy. 


For Benign Enlargement of the 


Prostate Gland. By Francis A. Beneventi, M.D., F.A.C.S., 
Attending Urologist, Oswald Swinney Lowsley Foundation, 
St. Clare’s Hospital; Attending Urologist, Lincoln Hospital; 


Associate Attending Urologist, New York Polyclinic Hospital 
and Medical School; and Assistant Attending Urologist, James 
Buchanan Brady Foundation of the New York Hospital, New 
York. 227 pages, illustrated. Springfield, Illinois: Charles C. 
Thomas, Publisher, 1954. 


Surgical Technigrams. By 
Attending Surgeon, 
pages, illustrated. 
Inc., 1954. 


F. M. Al AKkI, 

Kings County Hospital, 
New York: McGraw-Hill 
Price $12.00. 


M.D., Associate 
New York. 346 
Book Company, 


Kathleen Newton, R.N., 
Out-Patient Nursing Service and _ Instruction, Cornel! 
University-New York Hospital Medical Center, New York. 
Second Fdition. 424 pages, illustrated. St. Louis: The C. V. 
Mosby Company, 1954. Price $4.75. 


Geriatric Nursing. By M.A., Head, 


Oral Pathology. A_ histological, roentgenological, and clinical 
study of the diseases of the teeth, jaws, and mouth. By Kurt 
H. Thoma, D.M.D., F.D.S.R.C.S. Eng., Hon. F.D.S.R.C.S. 
Edin., Professor of Oral Surgery, Emeritus, and Brackett Pro- 
fessor of Oral Pathology, Emeritus, Harvard University; Hon- 
orary Professor of the Odontologic Faculty, San Carlos Uni- 
versity, Guatemala; Visiting Lecturer in Oral Surgery, Grad- 
uate School of Medicine, University of Pennsylvania. Fourth 
Edition. 1536 pages, illustrated. St. Louis: The C. V. Mosby 
Company, 1954. Price $22.50. 


Diseases of the Skin. For practitioners and students. By 
George Clinton Andrews, M.D., F.A.C.P., Clinical Professor 
of Dermatology, College of Physicians and Surgeons, Columbia 
University; Attending Dermatologist to the Presbyterian Hos- 
pital, Columbia-Presbyterian Medical Center, New York. 
Fourth Edition. 877 pages, illustrated. Philadelphia and Lon- 
don: W. B. Saunders Company, 1954. Price $13.00. 


Modern Occupational Medicine. 
M.Sc., M.D., Assistant Medical Director, E. I. du Pont de 
Nemours & Company, and C. A. D’Alonzo, M.D., F.A.C.P., 
Special Assistant, Medical Division, E. I. du Pont de Nemours 
& Company. Associate Editor, J. A. Zapp, Ph.D., Director, 
Haskell Laboratory for Toxicology and Industrial Medicine, 
E. I. du Pont de Nemours & Company. 414 pages, illustrated. 
Philadelphia: Lea & Febiger, 1954. Price $10.00. 


Edited by A. J. Fleming, 


The Rauwolfia Story. From primitive medicine to alkaloidal 
Ciba 


therapy. 63 pages, illustrated. 


Pharmaceutical 


Summit, 
1954. 


New Jersey: 


Products, Inc., 
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Southern Medical News 


ALABAMA 


Carraway Methodist Hospital, Birmingham, has plans under 
way to build a sixty-room addition which will cost $600,000 
and to renovate the old building at an approximate cost of 
$200,000, making the total bed capacity 300. The fund cam 
paign will be started this month. Dr. C. N. Carraway is 
chairman of the board of directors. 

Dr. Ralph S. Terhune, Birmingham, has been elected presi- 
dent of the medical staff of the Crippled Children’s Clinic and 
Hospital. 

Dr. H. Earle Conwell, Birmingham, atttended the annual 
meeting of the Pan Pacific Surgical Association, October 8-16 
in Honolulu, Hawaii, where he was guest speaker on the 
orthopedic program, paper entitled, ‘Conservative Surgery in 
Fracture Treatment.”” He was also main speaker before the 
Hawaiian Islands Chapter of the National Society for Crip- 
pled Children meeting on October 14. 


ARKANSAS 


Dr. Robert K. Setzler, Bauxite, has moved to Albuquerque. 
New Mexico, where he has accepted a position with the U. S. 
Indian Service. 

Dr. James W. Freeland, who recently completed work at the 
Philadelphia Naval Hospital, has opened offices in Star City 
for general practice. 

Dr. Rueben L. Chrestman, Jr., has returned from a tour 
of duty with the Army in Tehran, Iran, and has reopened his 
offices in Helena. 

Dr. G. J. Floyd, a native of Nashville, has opened offices in 
Murfreesboro after serving two years with the Navy. 

Dr. Austin C. Smith, a native of Madison County, has 
opened a clinic in Huntsville. 

Dr. John Alfred Webb, a native of Stone County, has 
opened an office in Mountain View for general practice, alter 
returning from Army service. 

Dr. V. H. Marques has been appointed city health officer 
of Lake Village. 

Dr. J. H. Scroggin has moved his offices from Fordyce to 
England. 

Dr. Terry J. Swaim and Dr. 
clinic in Cotton Plant. 

Dr. Henry H. Good, Jr., has opened an office in England 
after returning from Army service in Germany. 

Dr. J. Troy Payne, a native of Leachville, 
the staff of the Walls Hospital, Blytheville. 

Dr. A. E. Thorne, Osceola, has moved to Van Buren where 
he will be associated with Dr. G. K. Patton in general prac- 
tice. 

Dr. Byron Z. Binns will open an cight-room clinic in Eudora 
this fall. 

Dr. Charles H. Kimbro, Tillar, 
of practice in Drew County. 

Dr. Billy Sammons has opened an office in Fayetteville for 
general practice. 

Dr. O. W. Davenport has opened offices at Bauxite. 


F. M. Wilson have opened a 


has joined 


has retired after 53 years 


DISTRICT OF COLUMBIA 


Dr. J. DeWitt Fox, Washington, is one of sixteen mem- 
bers, who was awarded a fellowship certificate by the Amer- 
ican Medical Writers’ Association on September 24. The oc- 
casion was the eleventh annual meeting of the association held 
at the Hotel Sherman, Chicago, the fellowships given “‘in recog- 
nition of high qualifications, personal and professional, and 
of established standing as a medical writer, journalist o1 
publisher.” 

The Congress on Industrial Health will hold a two-day an- 
nual session in Washington, Shoreham Hotel, January 25-26, 
1955. A conference of medical society committees on indus- 
trial health will be held at the Shoreham Hotel on January 
23-24, at which subjects to be discussed will be ethical status 
of salaried physicians, choice of physicians, and provisions of 
industrial and medical services by institutions. Room reserva- 
tions may be made with the Shoreham. 

Dr. Dan C. Ogle (Major ry USAF) has been named 
Surgeon General of the U. S. Air Force, succeeding Major 
General Harry G. Armstrong, who has been appointed Surgeon 
for the U. S. Air Force in Europe. Dr. Ogle assumed his 
new duties in Washington on July 14. 

The District of Columbia Division of the American Cancer 
Society is distributing more than $62,000 to Washington 
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hospitals and other institutions to assist them in the fight 
against cancer: George Washington Universitv, $18,379.10: 
Georgetown University, $15,091.56; Howard University, $3,756: 
Garfield Memorial Hospital, $11,277; Children’s Hospital, 
$3,945; Washington Home for Incurables, $5,000; and Epis- 
copal Eye, Ear and Throat Hospital, $3,600. 

Dr. Charles D. Shields, Washington, has been appointed 
professor and chairman of the Department of Physical Medi- 
cine and Rehabilitation, Georgetown University School of 
Medicine. 

Dr. Tiffany Lawyer, Jr., who for the past vear has served 
full-time as assistant professor of neurology, Georgetown Uni- 
versity School of Medicine, Washington, has returned to New 
York City and assumed the position of chief of neurology 
division, Montefiore Hospital. 

Dr. William Kurstin, Washington, president of the Diabetes 
Association for the District of Columbia, Inc., has been ap 
pointed chairman of the Diabetes Detection Drive for Wash- 
ington and suburban areas the week of November 14-20. 

Dr. Daniel Blain, Washington, medical director, American 
Psychiatric Association, has been named to a new 13-member 
committee which will study Federal aid to public health. 


Dr. Thomas McPherson Brown, Washington, has been ap 
pointed to membership in the Council on Pharmacy and 
Chemistry of the American Medical Association. 


FLORIDA 


American Medical Association will hold its clinical session 


in Miami, November 29-December 2. 

Dr. Robert T. Spicer, Miami, Dean of the University of 
Miami School of Medicine since December 14, 1953, resigned 
on August 1, relinquishing his post to the associate dean, 
Dr. Homer F. Marsh. 

The Southeastern States Cancer Seminar will hold its seventh 
annual meeting in Miami, McAllister Hotel, December 2-4. 
The Seminar is sponsored by the American Cancer Society. 
Florida Division, the Florida State Board of Health, and the 
Dade County Medical Association. 


The largest group of physicians yet to seek admittance to 
practice medicine in Florida, 358, took examinations before 
the Florida State Board of Medical Examiners in Jacksonville 
last summer. 

Dr. Joshua C. Dickinson, Tampa, was installed president of 
the American Roentgen Ray Society on September 21 at the 
opening session of the fifty-fifth annual mecting held in 
Washington, D. C. 

Dr. Rodes C. Garby, St. Petersburg, has been elected presi- 
dent of the Pinellas County Tuberculosis and Health Associa- 
tion. 

Dr. Leo M. Levin, Miami Beach, was _ recently 
president of the Miami Phi Delta Epsilon chapter. 

Dr. Andrew G. Brown, Miami, has been appointed a mem- 
ber of the Florida State Board of Medical Examiners. 

Dr. Dorothy D. Brame, Orlando, attended the International 
Congress of Obstetrics and Gynecology in Geneva, Switzerland. 

Dr. Turner 7. Cason, Jacksonville, is a director of the 
Council of Social Agencies for the next three years. 

Dr. James F. Speers, Titusville, who has been doing grad- 
uate work at the University of North Carolina for the past 
vear, has returned to his position as head of the Brevard and 
Osceola County Health Departments. 

Course in Hematology will be presented November 18-20 
by the Department of the University of Florida in coopera- 
tion with the Florida Medical Association, registration fee 
$25.00. Further information can be secured from the De- 
partment of Medicine, University of Florida, 1625 Riverside 
Avenue, Jacksonville. 

Dr. L. H. Paul, Bonifay, was recently honored by the resi- 
dents of Holmes County for his 46 years of medical service to 
the community. 

Dr. Ralph J. Greene, Perry, recently celebrated the fortieth 
anniversary of his medical practice in Taylor County. 

Dr. Carlos G. Llanes is associated with Dr. Joseph H. 
Lucinian, Miami, for the practice of general radiology. 

Dr. Thomas S. Gowin has opened an office in South Miami 
for the practice of general surgery and gynecology. 

Dr. William E. Barratt is associated with Dr. G. E. Mc- 
Kenzie, Miami, in the practice of otolaryngology and broncho- 
esophagology. 

Dr. John J. Farrell, a member of the Faculty of Albany 
Medical College, Albany, New York, since 1947, has been 
appointed professor of surgery and chairman of the depart- 
ment of the University of Miami School of Medicine. 


installed 


GEORGIA 
Georgia Society of Ophthalmology and Otolaryngology will 
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meet in Savannah, General Oglethorpe Hotel, March 11-12, 
1955, as announced by the secretary, Dr. Alton V. Hallum. 

Dr. Leland Stoddard has been named chairman of the Uni- 
versity of Georgia Medical School's Department of Pathology, 
Augusta. He was director of surgical pathology at Duke Uni- 
versity School of Medicine, Durham, North Carolina, 1950- 
1952, and since then has been assistant professor of pathology, 
University of Kansas. 

American Medical Women’s Association will hold its Mid-vear 
— Meeting in Atlanta, Dinkler Plaza Hotel, November 


Veterans Administration Hospital, Augusta, has added the 
following new staff members to the medical center: Dr. W 
R. Bedingfield, a native of Augusta; Dr. David F. Tanner, 
formerly of Sparta; Dr. Donald H. MacDonald, of the VA 
Regional Office, Atlanta: Dr. Victor A. Moore, Jr., a recent 
graduate of the Medical College of Georgia: and Dr. C. Mar- 
tin Rhode, from the VA Hospital, Perry Point, Maryland. 

Dr. John Grav Wells has opened an office in Newnan for 
the practice of internal medicine. 

Dr. Isom C. Walker, Jr., recently opened an office in Sa- 
vannah for the practice of internal medicine and cardiology. 

Three surgeons who recently opened offices in Albany are: 
Dr. Albert S. Trulock, Jr., formerly chief of surgical service 
at the VA Hospital, Montgomery, Alabama; Dr. O. Grey 
Rawls and Dr. T. Grav Fountain, an_ office together, both 
having undergone training in the field of cancer at Emory 
University. 

Dr. William J. Tavlor, Lawrenceville, is associated with 
Dr. D. C. Kelley, in Lawrenceville for the practice of medi- 
cine. 

Dr. Robert H. Swint is associated with Dr. 
Statesboro, in the practice of medicine. 

Dr. J. L. Rabb, Calhoun, is associated with Drs. W. D. Hall 
and R. D. Walter, Calhoun. 

Dr. W. H. Poole, Jr., is associated with Dr. John B. O'Neal, 
Elberton, for the general practice of medicine. 

Drs. Marvin A. Mitchell and Thomas N. Guffin, Atlanta, 
announce their association for the practice of general surgery. 

Drs. Herbert R. Frost and J. Roy Rowland, Jr., Swainsboro, 
are associated for the joint practice ot medicine and general 
surgery in their new office building. 

Dr. P. K. Dixon, Gainesville, is associated with Dr. P. F. 
Brown for the practice of Surgery. 

Dr. Rov Crawford Brock, Rome, has joined the staff of 
the Harbin Clinic, Rome. 

Dr. Blake S. Bivens, Ludowici, is associated with Dr. O. D. 
Middleton in the Middleton Clinic in Ludowici. 

Emory University School of Medicine, Emory University, will 
receive $23,682 and the Medical College of Georgia $24,354 
of the $48,036 grants awarded recently by the National Fund 
for Medical Education. 


Bird Daniel, 


KENTUCKY 


Dr. William C. Adams, Ridgewood, New Jersey, has been 
appointed to the fulltime faculty of the University of Louis- 
ville School of Medicine, serving as instructor in child health 
and devoting his entire attention to clinical teaching under 
the direction of Dr. Alex J. Steigman of the Department of 
Pediatrics. 

The following graduates of the University of Louisville School 
of Medicine, having finished a year’s internship and _ licensed 
in the state of Kentucky, have entered hospitals as residents: 
Children’s Hospital, Louisville—Drs. Bernard W. Barron, Al- 
vin M. Churney, Leslie W. Langley, Jr., and Geraldine D. 
Paxton; General Hospital, Louisville—Drs. Norman K. Cohen, 
Henry R. Glass, Jr., John N. Goldsborough, Oliver R. Harris, 
Russell F. Scalf, Theodore A. Schramm, Claiborne J. Walton 
and Lolita §. Weakley; Good Samaritan Hospital, Lexington— 
Drs. David C. Asher, and William P. Grise; St. Joseph In- 
firmary, Louisville—Drs. John H. Dovle, Wesley G. Farnsley 
and Robert R. Kidd; and Veterans Administration Hospital, 
Louisville—Drs. Warren A. Clark, Ferrell C. Lowrey, Jr., and 
William B. Triplett. 

Dr. L. E. Smith, Louisville, has received a citation from the 
National Conference of Tuberculosis Workers in recognition 
of his extended service in the battle against tuberculosis. Dr. 
Smith was executive secretary of the Kentucky Tuberculosis 
Association for 20 years, and after resigning that post he 
served a year as regional director of the State Board of 
Health. He retired last year. 


Dr. Grover B. Sanders is associated with Drs. W. Reeve Han- 
sen, and Robert L. McClendon, Louisville, for the practice of 
internal medicine. 

Dr. S. Pearson Auerbach has opened an office in Louisville 
for the practice of orthopedic surgery. 

Dr. David B. Lewis has located at Elizabethtown. 


Continued on page 50 
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Combined in a Single Tablet 
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effect of Apresoline and its capacity 
to increase renal plasma flow. 


Each tablet (scored) contains 0.2 mg. 
of Serpasil and 50 mg. of Apresoline 
hydrochloride. 


49 
€ 
a 
ea 
a 
3 4 
4 
“4 
j 
q 


50 SOUTHERN MEDICAL JOURNAL 


Continued from page 1132 


Harris has located at Warsaw. 


Dr. Benjamin P. Smith has located in Owensboro for the 
practice of general medicine. 


Dr. John M. Baird has opened an office in Danville. 


Dr. George Estill, a native of Mayslick, 
Drs. Mitchell Denham and Harry Denham. 


Dr. George | 


is associated with 


LOUISIANA 


American Association of Medical Clinics will be held in New 
Orleans, Jung Hotel, November 12-14. 

Dr. Robert A. Matthews, head of the department of neuro- 
psychiatry, Louisiana State University School of Medicine, 
New Orleans, left the United States October 5 for Tokvo, Japan, 
and Korea to make an inspection of the Army's medical facili- 
ties, staff evaluations and to study the efficiency of the Psy- 
chiatric service available at the installations. He made a 30-day 
tour of the Far East as a consultant to the Surgeon General 
of the Army. He made a similar tour of medical facilities in 
17 German cities last year. 


Dr. Patrick H. Hanley, instructor at Tulane University 
School of Medicine, New Orleans, has been awarded the Ohio 
Valley Proctology Award for the best paper presented at the 
53rd annual meeting of the American Proctologic Society held 
in Los Angeles. 

Dr. George F. Burch, chairman, department of medicine, 
Tulane University of Louisiana School of Medicine, New Or 
leans, has been appointed to serve on the National Advisory 
Heart Council with a group of 15 leaders in medicine, science, 
education and public affairs to review requests from non- 
federal institutions and persons for research and teaching 
grants. 

Dr. Grace A. Goldsmith, professor of medicine, Tulane Uni- 
versity School of Medicine, New Orleans, attended the World 
Population Conference of the United Nations held in Rome, 
Italy, August 31-September 10, following which she visited 
Egypt 

Dr. John K. Hampton, Jr., assistant professor of physiology, 
Tulane University School of Medicine, New Orleans, has been 
granted $8,000 by the research and development division of 
the department of the Army, for the continuance of his work 
on the effects of adaptation to physical trauma on irradiation 
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sensitivity. He also has received a three-year grant of $11,707.50 
from the American Heart Association to aid in this research. 
Tulane University School of Medicine, department of Phy- 
siology, New Orleans, has been granted $24,500 by the re- 
search and development board of the office of the surgeon 
general, department of the Army, for continuance of research 
work on the dynamics of lymph flow and the exchange of 
large molecules between plasma and lymph. Dr. H. S. Mayer- 
son, chairman of the department of physiology, and Dr. Karl- 
man Wasserman, instructor in the department of physiology, 
with this new grant, will be able to continue for at least two 


vears their research on the development of dextran as a 
plasma substitute. The Army has supported the project four 
years. 

Dr. W. Randolph Page, clinical instructor, department of 


neurosurgery, Tulane University School of Medicine, New 
Orleans, has been elected a member of the Harvey Cushing 
Neurosurgical Society. 

Dr. Daniel W. Haves, New Orleans, was elected Governor 
for Louisiana and Senior Delegate from Louisiana, American 
Diabetic Association at the annual meeting held in San 
Francisco. 

Dr. Richard M. Paddison, formerly associated with the Jef- 
ferson Medical College, Philadelphia, Pennsylvania, has been 
appointed assistant professor of neurology in the Department 
of Neuropsychiatry, Louisiana State University School of Medi- 
cine, New Orleans. 

Dr. Fdward T. Haslam has been named chairman of the 
Medical Advisory Board of the Greater New Orleans Chapter 
of the Muscular Dystrophy Association of America, Inc.; and 
others appointed to the Board are Drs. Irvin Cahen, W. P. 
Gardiner, Russell L. Holman, H. P. Marks, E. Perry Thomas, 
Conrad Wall and Jack Wickstrom. 


MARYLAND 


Dr. Robert Dexter Lincoln, who has been on the staff of 
the Sheppard-Pratt Hospital, Towson, has been appointed 
consultant psychiatrist for the Child Welfare Division of the 
District of Columbia, Washington. 

Dr. J. Blaine Fitzgerald (Lt., MC, USNR) completed his 
tour of duty with the Navy on September 30 and has opened 
his office in Bethesda for the practice of internal medicine. 


Continued on page 62 


Surgical Treatment of CANCER OF THE CERVIX 


Edited by JOE V. MEIGS, M.D. Dr. Meigs and a distinguished group of specialists present for 
the first time, in step-by-step, heavily illustrated format, the total surgical attack. They detail 
every major operation with the chief modifications. (480 pp., 205 illus., $12.00) 


MYOCARDIAL INFARCTION: Its Clinical Manifestations 


and Treatment with Anticoagulants 


IRVING S. WRIGHT, M.D., CHARLES D. MARPLE, M.D., DOROTHY FAHS BECK, Ph.D. 
The final report of the Committee on Anticoagulants of the American Heart Association, this 


book discusses every phase of the problem. 


MITCHELL A. SPELLBERG, M.D. 


DISEASES OF THE LIVER 


“, .. thorough and comprehensive. . . . Numerous excel- 


lent photographs and schematic drawings are employed. . . . Outlines and summaries are present 
in each chapter to permit rapid review.”—Military Surgeon (656 pp., 96 illus., $16.50) 
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VAGINAL ANATOMY 
AND CONCEPTION CONTROL 


Another observation based on 
425 patient years of exposure 


According to a recent comparative study 
by Guttmacher and co-workers,! vaginal 
anatomy and parity apparently play im- 
portant roles in the selection of a contra- 
ceptive method. Using the jelly-alone 
method, they found that markedly 
greater protection was afforded to 
women of low parity, and suggested that 
the jelly “might be confined to the region 
of the external os more successfully in 
the less relaxed vagina.” 


Of 325 women who used the jelly-alone 
[RAMSES® VAGINAL JELLY] technic for 
periods ranging from three months to 
three years, 36 percent were primipa- 
rous. The statistically valid data, based 
on 425 patient years of exposure, defi- 
nitely indicate that the jelly-alone method 
of contraception was considerably more 
effective “among patients of lower 
parity.” 


The use of jelly alone as a contraceptive 
measure proved highly successful in the 
entire group, and only a few unplanned 
pregnancies occurred. These were either 
considered as (1) patient failures, com- 
prising those instances in which the 
patient admitted complete omission or 
irregular use of the jelly, or as (2) meth- 
od failures, where the patient claimed 
regular and careful use of the jelly. 

The total unplanned pregnancy rate 
averaged only 16.7 per 100 patient years 
of exposure. If method failures alone 


| 425 EXPOSURE YEARS 425 EXPOSURE YEARS 


TOTAL FAILURE RATE METHOD FAILURE RATE 
16.7 10.82 


Effectiveness of RAMSES VAGINAL JELLY as con- 
xaceptive measure in 325 patients during 425 
patient exposure years! 


are calculated, the unplanned pregnancy 
rate was reduced to 10.82 per 100 patient 
years of exposure. 


It is apparent from this study that 
RAMSES VAGINAL JELLY is markedly ef- 
fective in the jelly-alone technic, and 
that it is a “method of choice” for most 
nulliparous and primiparous patients. 


Anatomic considerations, however, 
should not be the sole criteria used in 
the selection of a contraceptive method. 
Such factors as patient intelligence and 
cooperation, as well as the sincere desire 
for conception control, are also of para- 
mount importance. Thus, the choice of 
method must, in the end, depend upon 
the physician’s evaluation of the indi- 
vidual patient. 


When in the judgment of the physician, 
parity, anatomic factors, or motivation 
indicates the use of the diaphragm- 
and-jelly method of contraception, the 
RAMSES® TUK-A-WAY® Kit is recom- 
mended. The RAMSES® diaphragm is 
flexible and cushioned — providing an 
optimum barrier with utmost comfort. 
In combination with RAMSES jelly, it of- 
fers an unsurpassed contraceptive tech- 
nic —and both products are accepted by 
the appropriate Councils of the Ameri- 
can Medical Association. 


Physicians may now obtain a compli- 
mentary package of RAMSES VAGINAL 
JELLY.* Requests on your prescrintion 
blank should be mailed to Dept. ZA2 
Julius Schmid, Inc., 423 West 55th 
Street, New York 19, N.Y. 


*Active agent, dodecaethyleneglycol monolau- 
rate 5%, in a base of long-lasting barrier 
effectiveness. 


1, Finkelstein, R.; Guttmacher, A., and Goldberg, R.: Am. 
J. Obst. & Gynec. 63:664, Mar., 1952, 


JULIUS SCHMID, INC., gynecological division 
423 West 55th Street, New York, 19, N. Y. 
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most likely to appeal 


When a patient presents a “feeding problem,” 
ice cream may provide an ideal solution. Con- 
taining an excellent form of easily-digested 
protein, ice cream supplies an abundance of 
valuable minerals and vitamins, sugar, and 
moderate fat content for a readily-assimilated 
source of quick energy. 

Because of its high calcium and phosphorus 
content, ice cream meets specific dietary re- 
quirements for the tubercular patient’ and the 
pregnant’ and lactating woman.” 

An ideal food with which to tempt the older 
person, ice cream supplies many elements 
necessary in building resistance to infection‘— 
in retaining nutritional status in osteoporosis,’ 
in chronic colitis and other gastrointestinal dis- 
eases that interfere with digestive processes.” 

For the pediatric patient, too, ice cream is 
not only traditional in the post-tonsillectomy 
period, but is also useful during recovery from 
poliomyelitis.’ 


Borden’s Ice Cream offers the same food values 
as whole milk, but in different proportions— 
the same important proteins, minerals, and 
vitamins. Like other Borden dairy products, 
Borden’s Ice Cream is made from only the finest 
of fresh milk, homogenized to break down curd 
size and render it easily digestible. Its high 
solids content, moreover, assures improved 
flavor and texture. 

And a wide selection of popular flavors is 
further reason why Borden’s Ice Cream is like- 
ly to be enjoyed even when the rest of the meal 
goes untouched. A good reason to include 
Borden’s Ice Cream in the diet—for it has 
helped solve many a “feeding problem” both 
in the hospital and out. 


Manufacturers and distributors of BORDEN'’S Instant Coffee 
eSTARLAC non-fat dry milk BORDEN’S Evaporated Milk 
Fresh Milk Ice Cream Cheese EAGLE BRAND Sweet- 
ened Condensed Milk * BREMIL powdered infant food « 
MULL-SOY hypoallergenic food « BIOLAC infant food « 
DRYCO infant food e KLIM powdered whole milk 


1Brewer, W. D., et al: J. Am. Dietet. A. 30:21 [Jan.} 1954. 2Murphy, G. H., and Wertz, A. W.: J. Am. Dietet. A. 30:34 [Jan.} 1954. 
3Spies, T. D. : J. A. M. A. 153:185 (Sept. 19} 1953. “Zeman, F. D., in Stieglitz, E. J. : Geriatric Medicine, ed. 2, Philadelphia, W. B. 
Saunders Company, 1949, p. 136. 5Sebrell, W. H., Jr., and Hundley, J. M.,in Stieglitz, E. J. : Geriatric Medicine, ed. 3, Philadelphia, 


J. B. Lippincott Company, 1954, pp, 186-187. "Barborka, C.J. : Treatment by Diet, ed. 5, Philadelphi 


J. B. Li t Company, 


1948, pp. 607-608. 7Seifert, M. H. : J. Am. Dietet. A. 30:671 [July] 1954. 
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The Sympathetic Nervous 
System 


ABDOMINAL PORTION 


| Phrenic ganglion and plexus 13 Mesocolon (cut) 23 Jejunum 
2 Greater splanchnic nerve 14 Right sacral sympathetic 24 Left lumbar sympathetic 
3 Lesser splanchnic nerve ganglion ganglion 
| Suprarenal plexus 15 Right pelvie plexus 25 Inferior mesenteric 
5 Aorticorenal ganglion 16 Pudendal plexus ganglion 
6 Right renal artery and 17 Left vagus nerve 26 Inferior mesenteric plexus 
plexus 18 Right vagus nerve 27 Left sympathetic trunk 
7 Right lumbar sympathetic 19 Celiac plexus and right 28 Hypogastric plexus 
ganglion : celiac ganglion 29 Branches of superior 
8 Right sympathetic trunk 20 Superior mesenteric ganglion mesenteric artery and vein 
9 Lreter and plexus 30 Left pelvic plexus 
10 Vena cava 21 Left celiac ganglion; 31 Left sacral sympathetic 
11 Iliac plexus superior mesenteric artery ganglion 
12 Right common iliac artery 22 Abdominal aortic plexus 32 Tleum 


This is one of a series of paintings by Paul Peck, illustrating the anatomy of various organs and 
tissues of the body which are frequently attacked by infection, where AUREOMYCIN may prove useful. 


~ 


HYDROCHLORIDE CHLORTETRACYCLINE HCl 


In Visceral Infections 


AUREOMYCIN has been widely employed 
and accepted in the treatment of infections of 
viscera and soft tissues. When the invading 
organism is susceptible to this antibiotic, 


prompt control of infection is the rule. 


Available in Oral and Parenteral 
Dosage Forms 


LEDERLE LABORATORIES DIVISION 
american Cyanamid COMPANY 


Pearl River, New York 


*Trade-Mark 
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| 
| 
counterpart whose symptoms as hot flushes has 
easy defined, yet equally distressing 
_varian function are Not identified theag Symptoms of declinin 
natient exhibiting these after 
Omarin”® presents be expected to reg 
¥ produces prompt symptomatic relief, but ex as it | 
in tablet ble), also known as conjugated strogeiis | 
New York, N.Y. Montreal, Canada 


For the record-- 
Whether or not the patient has heart 
disease, an electro cardiogram as part 
of the record presents a valuable guide 
for future comparison. 


THE 


EK-2 


DIRECT-RECORDING 
ELECTROCARDIOGRAPH 


— represents the highest engineering 
skill to produce a dependable, accu- 
rate record to help the physician 
determine the heart’s s‘atus quo. It is 
simple to operate and the record is 
permanent. Timing and leads are 
marked automatically. 


THE 


MILTON, WISCONSIN 


& 


Q 
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correct chronic anemia 


x 


Unexplained weakness, 
easy fatigability, pallor, 
palpitation, and dyspnea 
on exertion ordinarily are 
the tell-tale signs ofa 
chronic anemia in women 
during the third to fifth 
decades.’ 


1. Rath, C. E.: M. Clin. North 
America 34: 1779, 1950. 


a 


When you prescribe 
Armatinic Activated you 
give exceptionally effective 
potencies of all hem- 
atopoietic factors which 
combat both macrocytic 
and microcytic anemias. 


Each Armatinic Activated 
Capsulette contains: 
Ferrous Sulfate 
Exsiccated 
Vitamin Bi2 
Folic Acid 
VitaminC.......... 
Liver Fraction 2N.F. 
with Duodenum 
(contains Intrinsic 
Factor)...........350 mg. 
Average adult dose: 3 capsulettes 
daily. Bottles of 100 and 1000. 


A DIVISION OF ARMOUR AND COMPANY 


+ 


+ 
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PHOTOGRAPH BY RUZZIE GREEN 


Released from spasm—he steps out freely... 


DEPROTEINATED PANCREATIC EXTRACT 


You give non-narcotic relief of smooth muscle 
spasm with DEPROPANEX. Its effect is entirely 
physiologic—for DEPROPANEX acts directly on 
smooth muscle. 

This useful drug is valuable in ureteral, renal 
and biliary colic. Postoperatively, it controls 
paralytic ileus... makes possible “an easier, more 


Reference: 1. Minnesota Med. 33:1103, 1950. 


pain-free recovery.”! In intermittent claudica- 
tion, continuing treatment restores your patient 
to useful living...increases walking distance by 
as much as 400%. 

Quick Information: Supplied in 10 cc. and 30 
cc. rubber-capped vials. Dosage schedules in 
package circular. 
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DEPROPANE X 4 
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THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 


(ORGANIZED 1881) 


(The Pioneer Post-Graduate Medical Institution in America) 
OBSTETRICS and GYNECOLOGY 


A full-time course. 
clinics ; 


\ combined full-time course covering an academic year 
(8 months). It comprises instruction in pharmacology ; 
physiology ; embryology ; biochemistry ; bacteriology and 


In Obstetrics: lectures; prenatal 
witnessing normal and operative deliveries; op- 


erative obstetrics (manikin). In Gynecology: lectures; 
touch clinics; witnessing operations; 


pathology ; practical work in surgical anatomy and uro- 
examination of logical operative procedures on the cadaver; regional 
patients pre-operatively; follow-up in the wards post- and general anesthesia (cadaver); oifice gynecology ; 
operatively. Obstetrical and gynecological pathology. 
Anesthesia. Attendance at conferences in obstetrics and 
gynecology. 


proctological diagnosis; the use of the ophthalmoscope ; 
physical diagnosis; roentgenological interpretation; elec- 
trocardiographic interpretation; dermatology and syphi 
lology; neurology ; 


structior 
EYE, EAR, NOSE and THROAT trume 


A three months’ 


Operative gynecology on the cadaver. 


physical medicine; continuous in 
in cysotendoscopic diagnosis and operative 
instrumental manipulation; operative surgical clinics; 
demonstrations in the operative instrumental manage- 
ment of bladder tumors and other vesical lesions as well 


as endoscopic prostatic resection; attendance at depart- 
mental and general conferences. 


combined full-time refresher course 
consisting of attendance at clinics, witnessing operations, 
lectures, demonstrations of cases and cadaver oe 
tions; operative eye, ear, nose and throat on the 
and cadaver demonstrations in bron- PROCTOLOGY and 
choscopy, laryngeal surgery and surgery for facial GASTROENTEROLOGY 
palsy; refraction; radiology; 


; pathology, bacteriology and A combined course comprising attendance at clinics and 
embryology; physiology; neuro-anatomy; anesthesia; 


lectures ; instruction in examination, diagnosis and treat- 
physical medicine; allergy ; examination of patients pre- ment; witnessing operations; ward rounds, demonstra- 
operatively and follow-up post-operatively in the wards tion of cases; 
and clinics; attendance at departmental and general 
conferences. 


pathology, radiology; anatomy; operative 


proctology on the cadaver; attendance at departmental 
and general conferences. 


For Information about these and other courses Address 


THE DEAN, 345 WEST 50th STREET, NEW YORK 19, N. Y. 
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to 
supplement 
treatmen 
with 


a carefully formulated 
spasmodic—for 
which frequently in 
Each HASAMAL ft 
Phenobarbital . 

( WARNING: May be habit-forming) 
Acetylsalicylic Acid (Aspirin). . . 162.5 me 2% 
Acetophenetidin.............. 162.5 mg. gr.) 
Atropine 0.00065 mg, 
Hyoscine Hydrobromide............. 0.0011 
Hyoscyamine Hydrobromide.......... 0.0325 mg. 


... sedative ... anti- 
relief of the pain and anxiety 
ere with smooth recovery 


when severe pain demands 
more potent measures... 


HASACODE: 


providing the actions of HasAMAL plus codeine. 
Available im two codeine strengths — '4 gr. 
(HASACODE) and gr. (HASACODE “STRONC’’). 


SUPPLIED: HASAMAL — bottles of 100, 500, and 
1000. tablets; HASACODE and HASACODE 
-— bottles of: 100° nd 500 tablets. 


1 
t 


ARLES C. HASKELL & CO., 
RICHMOND VIRGINIA 
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The Majority of 
Your Arthritics Need Only... 


POTENTIATED SALICYLATE THERAPY 


RAPID ABSORPTION 


eae FOR PROMPT ACTION 


The high salicylate blood levels produced by Pabirin 
quickly lead to a degree of analgesia sufficient to control 
discomfort in the majority of arthritics. Concomitantly, 
joint mobility is improved, not only through prolonged 
pain relief but also through increased elaboration of 
endogenous cortisone. Thus in most arthritic patients, 
Pabirin alone is adequate therapy. 


In Capsule Form Pabirin is rapidly effective because it is formulated in 
. quickly disintegrating gelatin capsules which release 

for Most Rapid their contents within a matter of minutes. It is well 
Absorption tolerated since it contains acetylsalicylic acid, widely 
regarded the salicylate of choice. Its PABA retards 

salicylate loss, and its generous content of 


Acetylsalicylic acid... ‘Sgr. ascorbic acid aids in preventing depression of blood 
Para-aminobenzoic acid... 5 gr. 
som. Vitamin C levels. 

SODIUM-FREE Average dose, 2 to 3 capsules 3 or 4 times daily. 


SMITH-DORSEY . Lincoln, Nebraska A Division of THE WANDER COMPANY 
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COLD” WEATHER PROTECTION 


To aid 

the upper 
respiratory tract 
in combating 


cold symptoms. 


NEO-NORMADRINE® 
Nasal decongestant with antihistaminic action. 
Phenylephrine Hydrochloride 0.25% 
Pyra-Maleate® (brand of Pyrilamine Maleate)...... 0.25% 
Cetyl Dimethyl Benzyl! Ammonium Chloride......... 1:5000 
PYRALDINE® 


For control of cough, particularly the dry, persistent and unproductive type. 


Each fluid ounce contains 


Dihydrocodeinone Bitartrate Y% gr. 


Also available—as Pyraldine #2—with added Phenylephrine 
Hydrochloride, 30 mg. per fluid ounce. 


BELLASPRO® 
Effective relief from the aches and—algias of cold weather infections. 


Each tablet contains 


Caffeine” ivalent in alkaloid content to 3.8 minims Belladonna Tincture) Vp gr 


Also available with % gr. or 1/2 gr. codeine phosphate. 


a & BROWN, INC, Richmond, Virginia 


®, 
vie 


physicians prescribe 


1. ‘Drilitol’ contains two antibiotics. 


In combination, these antibiotics—anti-grampositive gramicidin and 
anti-gramnegative polymyxin—are active against the wide range of 
bacteria commonly found in intranasal infections 


2. ‘Drilitol’ contains a decongestant. 


Paredrine* Hydrobromide rapidly opens blocked intranasal airways, 
promotes ventilation and drainage, and facilitates dispersion of 
Drilitol’s components throughout the nasal cavity. 


3. ‘Drilitol’ contains an antihistaminic. 


Thenylpyramine hydrochloride counteracts local allergic manifestations. 
Also, when applied topically, it produces an antipruritic and procaine- 
like local anesthetic effect that is soothing to inflamed mucosa. 


Formula: Contains gramicidin, 0.005%; polymyxin B sulfate, 500 U/cc.; thenylpyramine 
hydrochloride, 0.2%; ‘Paredrine’ Hydrobromide (hydroxyamphetamine 
hydrobromide, S.K.F.), 1%. Preserved with thimerosal, 1:100,000. 


*T.M. Reg. U.S. Pat. Off. for hydroxyamphetamine hydrobromide, S.K.F. 
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4. ‘Drilitol’ obviates fear of sensitization to—and organisms 
resistant to—antibiotics widely used systemically. 


Because ‘Drilitol’ contains two antibiotics that are not in widespread 
systemic use, you avoid the danger of sensitizing the patient to— 

and of developing in him organisms resistant tom penicillin or the “mycins”, 
which are so frequently used systemically in serious infections. 


5. ‘Drilitol’ is available in two forms: 
| | 0 qd qd 
= 
conyenient plastic squeeze bottle to provide superior 
cOwerage of the nasal mucosa ina fine,even mist. 
special ‘“‘dosage-adjusted” dropper th 
Smith, Kline & French Laboratories, Philadelphia 
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MISSOURI 


Kansas City Urological Society will hold a series of meetings 
on urologic subjects in Kansas City, the programs to be on 
the following dates: November 17 by Drs. Arnold G. Isaac, 
Newton, Kansas, and Pratt Irby, Fort Scott, Kansas; January 
19, 1955, Drs. R. L. Hoffman and William W. Leifer, Kansas 
City; February 16, Drs. Joseph G. Siceluff, Springfield, and 
Berneil W. Andrews, Kansas City; March 16, Drs. Hjalmar E. 
Carlson and Jacob Zellermayer, Kansas City; and April 24, Drs. 
Oscar W. Davidson, Kansas City, and Robert B. Bristow, St. 
Joseph. 

American Therapeutic Society will hold its next meeting in 
St. Louis, Chase Hotel, November 4-7. Dr. Oscar B. Hunter, 
Washington, D. C., is secretary. 


Dr. Charles G. Zubrod, associate professor of medicine and 
director of research in the Department of Medicine, St. Louis 
University, St. Louis, has been appointed clinical director at 
the National Cancer Institute of the National Institutes of 
Health, Bethesda, Maryland. 

St. Louis Ophthalmological Society has elected Dr. Robert 
Dean Mattis, president; Dr. S. Albert Hanser, vice-president; 
Dr. Anton J. Hummel, secretary; and Dr. Thaddeus Szewczyk, 
treasurer. 

Dr. Robert Dean Woolsey, St. Louis, is one of nine active 
members awarded fellowship certificates on September 23 by 
the Mississippi Valley Medical Society “in recognition of 
high qualifications, personal and professional, and of es- 
tablished professional standing.” 


NORTH CAROLINA 
Nose and Throat Society and 


of Ophthalmology and Otolaryn- 
jointly at Durham, Washington Duke 


North Carolina Eve, Far, 
the South Carolina Society 
gology will be held 
Hotel, November 4-6. 


Dr. Bayard Carter, Durham, has been named an honorary 
fellow of the Society of Obstetricians and Gynecologists of 
Canada. Dr. Carter, a Duke faculty member since 1931, is 


president of the American Academy of Obstetrics. 


Dr. Morton Bogdonoff, chief resident in medicine at Duke 
Hospital and Duke University School of Medicine, has been 


granted one of the three newly established American College 


THE 


colds.” 


Cheney, M. C.: GP 10: 32 (July) 1954. 


prepared exclusively from beef thyroid...provides 
whole gland medication at its best. Superior uniformity 
assured by chemical assay and biological test. 
Standardized equivalent to Thyroid U.S.P. 
Tablets of 4, 1 and 2 grains. Bottles of 100 and 1000. 


THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY 
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**...the conclusion is warranted that hypothyroidism 
...does reduce resistance to colds. In these patients, 
administration of desiccated thyroid is as essential to 
freedom from colds as correction of any of the other 
multiple influences that make people susceptible to 


November 1954 


of Physicians Fellowships. The new awards for 1954-55 are 
for $1,000 each and were made available through a grant 
from Mead Johnson and Company for residency training, par 
ticularly in internal medicine. 

Dr. Ernest Craige, Charlottesville, has received a grant in 
the amount of $1,464.21, from the Wilkes County Heart As 
sociation for research in cardiology. 

Dr. James Gray Tuttle has opened an office in Albemarle, 
practice limited to internal medicine. 

Dr. Wayne E. Davis has opened an office in Winston-Salem 
for the practice of urology. 

Dr. Barnes Woodhall, Durham, has been named to the 
Army Surgeon General's advisory editorial board on the surgi 
cal history of World War Il. He is one of 19 physicians 
throughout the Nation appointed to the board. 


OKLAHOMA 


Dr. James T. Bogg, formerly of Shawnee, and Dr. Law- 
rence E. Thompson, who has just completed a residency at 
Ann Arbor, Michigan, have joined Dr. Jack C. Mileham, 
Chandler. 

Dr. Lloyd Judd, Pawnee, has joined Dr. John G. Rollins, 
Prague, in the Rollins Clinic. 

Dr. John Floyd has opened an office in Comanche for the 
practice of medicine. 

Dr. C. B. Pinkerton is associated with Dr. W. R. Bynum, 
Pryor. 

Dr. L. I. Jacobs, Jr., has joined the staff of the Henryetta 
Hospital. 

Dr. Emil Palik and Dr. Iron H. Nelson have opened the 
Palik-Nelson Laboratory in Tulsa. 

Dr. Ancel Earp, Jr., has joined the 
Oklahoma City. 

Dr. J. R. Benke, formerly of Hydro, has moved to Okla- 
homa City and is taking a residency at the University Hos- 
pital. 

Dr. Bailey Leon Dietrich has joined Dr. Carl Hallford in 
practice at the Hall Memorial Clinic, Boise City. 

Dr. Orville Holt has established practice in Claremore. 


LeRoy Long Clinic, 


Continued on page 75 


CHICAGO 11, ILLINOIS 
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Ravwirive—a new experience in serenity 
and pleasant confidence for the depressed 
and melancholy, the dispirited and frus- 
trated patient. 

The contained Rauwiloid not only 
creates the feeling of serenity but also 
largely prevents the cardiac pounding, 
tremulousness and insomnia so often pro- 
duced by amphetamine alone—and without 
the use of barbiturates. 


In obesity, the appetite-suppressing effect 


Physicians are invited to send for clinical test samples. 


LABORATORIES, INC. 
LOS ANGELES 48, CALIFORNIA 
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of amphetamine can be maintained for long 
periods, and the feeling of deprivation is 
averted. 

Rauwidrine combines | mg. of Rauwiloid 
with 5 mg. of amphetamine in one slow-dis- 
solving tablet. 


For mood elevation, usual initial dosage, 
1 to 2 tablets before breakfast and lunch. 


For obesity, | or 2 tablets 30 to 60 min- 
utes before each meal. 


R id 
(Riker) 
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Zt} Li New Steeline Pediatric Treatment-Examining Table Helps You 
Handle More Patients Faster, with Greater Ease, and Less Fatigue 


Here is one of the most complete pediatric tables 
ever built: includes built-in tare balance scale, 
built-in measuring rod, foam rubber cushion, elec- 
trical outlets with cord and plug—there are no 
accessories to buy. Construction features include 
all-welded steel body, two roomy drawers and a 


Wy Ha. large open compartment, providing easy access to 

i | Vi # | instruments and supplies. Along the back is a stain- 
el | less steel measuring scale reading up to 41 inches. 
Chrome-plated rod slides along scale to measure 
Nhe | a? infant’s length as he is weighed. Front edge is 
Np protected from wear by a stainless steel baffle plate. 


Modern production methods in our own factory per- 
mit us to keep the price well below that of compar- 
able models. Write for complete information. 


a. s. aloe COMPANY 4nd svasidiaries 
1831 Olive Street, St. Louis 3, Missouri 


Seattle | 


San Francisco 5 e 
1920 Terry Ave. 


Los Angeles 15 e 
500 Howard St. 


e New Orleans 12 
1150 S. Flower St. 


Minneapolis 4 
927 Portland Ave. 


Kansas City 2, Mo. 
4128 Broadway 


tlanta 3 


A 
° © 492 Peachtree St. N.E. © 1501 14th St. N.W. 


1425 Tulane Ave. 
Washington, D. C. 5 
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neuralgia 


muscular 
rheumatism 


muscular aches 
and strains 


PANALGE SIC 


strong liquid analgesic and counterirritant for local application 


PANALGESIC is well absorbed, non-staining and virtually non-greasy 
CONTAINS 58 per cent absorbable salicylates with camphor and menthol 


PROVIDES effective, long-lasting relief of neuralgias and myalgias 


Ethically promoted + Economically priced 


POYTHRESS 


—- in 2 oz. and half galleg 


WM. P. POYTHRESS & CO., INC. e RICHMOND 17. VIRGINIA 


65 
4 
“4 
if 
4 
é 
4 
j 
j 
4 
pe 


66 


SOUTHERN MEDICAL JOURNAL 


NICOZOL 
For Senile Psychoses 
DRUG SPECIALTIES. Inc. 


P. ©. BOX 830 
WINSTON-SALEM 1, N. C. 


November 1954 


Most of your demented patients with senile 
psychoses can be treated in their own homes 
and restored to good behavior and sociability. 


An authoritative 1953 article* reported the 
following benefits from treatment with a combi- 
nation of pentylenetetrazol and nicotinic acid: 
improved behavior 70%, better sociability 52%, 
ability to take care of one’s self without assistance 
48%, improved appearance and neatness 41%, 
greater alertness 38%, and improved memory 
and general activity 31%. 


NICOZOL Capsules contain pentylenetetrazol 
100 mg. and nicotinic acid 50 mg. Recommended 
dosage, 1 or 2 capsules t. i. d. NICOZOL Elixir 
contains pentylenetetrazol 200 mg. and nicotinic 
acid 100 mg. per teaspoonful (5 cc.). Recom- 
mended dosage, 2 to 1 teaspoonful t. i. d. 


Clinical studies show that NICOZOL is particu- 
larly effective for senile psychoses with symp- 
toms of memory defects, confusion, deterioration 
and abnormal behavior. 

NICOZOL capsules are available in bottles of 100-500 1000. 
NICOZOL elixir in bottles of eight ounces, pints and gallons. 


*Levy, S.: Journal of the American Medical Association, De- 
cember 5, 1953. 


MAIL COUPON TODAY 
For Free Nicozo! 
Drug Specialties, Inc. 
P. O. Box 830, Winston-Salem 1, N. C. 
Kindly send me professional sample of NICOZOL 
Capsules, also literature on NICOZOL for Senile 
Psychoses. 


... M.D. 
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Protection of the clinically cured patient 


from re-infection with 


TRICHOMONAS VAGINALIS 


Because of the general recognition of the male 
as a possible vector,!-4 the post-treatment use 
of a condom during coitus is a valuable safe- 
guard of success in the management of Tricho- 
monas vaginitis. 


The regular use of a condom by the husband of 
the clinically cured woman for a period of three 
months or more reduces the chance of recur- 
rence of symptoms.2 A condom also protects the 
male partner against possible infection from a 
quiescent residual focus in the woman. 


The asymptomatic infection in the husband is 
often the basis for stubborn infection in the 
wife. The detection of Trichomonas vaginalis 
infection in the husband is a frequent by-prod- 
uct of the search for the source of recurrences 
in the woman.3 After clinical cure of both sexual 
partners, the regular use of a condom during 
zoitus for three months or longer effectively 
breaks the cycle of infection and re-infection. 


Ainong admittedly promiscucus men, Tricho- 
monas vaginalis infection often accompanies 
specific or nonspecific urethritis, and sometimes 
urethral stricture.!.2 The usual mildness and 
self-limiting nature of the infection in the male 
makes its eradication much easier than in the 
female.4 After apparent cure, the use of a con- 
dom during intercourse for 30 days prevents 
possible infection of the female sexual partner. 


The need for the protection of a condom during 
coitus should be impressed upon the woman pa- 
tient. The greater distress and greater severity 


of symptoms among women, as well as their 
passive role during coitus combine to enforce 
adherence to the use of a condom by the male 
sexual partner. 


Occasionally patients will manifest a reluctance 
to use the condom because of inconvenience or 
dulling of sensation. These objections are read- 
ily overcome following the recommendation 
and initial trial of pre-moistened, convenient 
FOUREX® skins. As these are prepared from 
the cecum of sheep, they do not exert any re- 
tarding effect on sensory nerve endings. In 
those cases where cost is a paramount factor, 
the use of RAMSES,® a transparent, very thin 
rubber condom, or SHEIK.® a popular-priced 
brand, will prove eminently satisfactory. 


Physicians may now obtain a complimentary 
package of FOUREX pre-moistened skins and 
RAMSES and SHEIK rubber condoms to enable 
them to confirm their value among patients as 
adjuncts to the successful treatment of Tricho- 
monas vaginitis. In order to limit distribution 
to physicians only, kindly request this compli- 
mentary package on your prescription blank 
and mail to: Dept. 23 , Julius Schmid, Inc., 423 
West 55th Street, New York 19, N.Y. 


references: 


1. Lanceley, F.: Brit. J. Ven. Dis. 29:213-217, Dec., 1953; ab- 
stracted J.A.M.A. 154:1467, Apr. 24, 1954. 2. Bernstine, J. B.. and 
Rakoff, A. E.: Vaginal Infections, Infestations, and Discharges, New 
York, The Blakiston Company, Inc., 1953, pp. 256-259. 3. Kanter, 
A. E.: The Recognition and Treatment of Vaginal Lesions, Postgrad. 
Med. 12:457. Nov., 1952. 4. Meigs, J. V.. and Sturgis, S. H.: Prog- 
ress in Gynecology, vol. 2, New York, Grune and Stratton, Inc., 1950, 
p. 433. 


JULIUS SCHMID, INC. Prophylactics Division 
423 West 55th Street, New York 19, N.Y. 
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TU $SAR ...quiets coughs 
By mild expectorant and calming action, Tussar 


provides ’round-the-clock control of even obstinate, 
hacking coughs. 

Tussar contains a superior antihistamine—pro- 

phenpyridamine maleate—and dihydrocodeinone 

.- bitartrate, approximately 6 times more potent than 

codeine. This means cough sedation with much 
smaller dosage. 

Tussar is well tolerated and pleasant tasting. You 

can prescribe it with confidence in any age group. 


Each fluid ounce of TUSSAR contains: 


Dihydrocodeinone 1/6 gr. 
Warning—May be habit forming. 
Potassium Guaiacol Sulfonate, N.PF..... 8 gr. 
Prophenpyridamine Maleate. 1 gr. 
(10 mg./teasp., 5 cc. medicinal) 


Flavor, sweetening, aroma, vehicle. 
If desired, either ammonium chloride, potassium iodide, or ephed- 
rine can be added to Tussar. Supplied in 16 oz. and 1 gal. bottles. 


THE ARMOUR LABORATORIES 


UR AND COMPANY . CHICAGO ILLINOLTS 


In Congestive Heart Failure 


For the reduction of edema, to diminish dyspnoea and to strengthen 
heart action, prescribe Theocalcin, beginning with 2 or 3 tablets t.i.d., 
with meals. After relief is obtained, che comfort of the patient may 
be continued with smaller doses. Well tolerated. 


Th Icin, brand of theob : licylate, 
Trade Mark rep. U. S. Pat. OF. Available in 734 grain tablets and in powder form. 


Bilhuber-Knoll Corp. Orange, N. J. 


| 
morning 
noon 
night 
_ 
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IN ARTHRITIS 
three jumps ahead... 


MASSIVE DOSAGE massive 
salicylate 
To obtain maximum results, d 
osage 
high salicylate blood levels are re- aes 
quired. This means high oral dosage 
which can be attained, without 
excessive gastric disturbance, by using 
Salcedrox. 


Salcedrox virtually eliminates gastric dis- 
turbance, because of the protective 
combination with activated aluminum hydrox- 
ide and calcium carbonate. 


Salcedrox also contains a high dose of vitamin 
C, because it has been observed that rheu- 
matic and arthritic states show vitamin C de- 
ficiencies, and salicylate therapy has a 
tendency to intensify depletion of vitamin C. 


There is significant evidence that salicylates, 
through action on the hypothalamus, stimulate the 
pituitary, producing an ACTH- like effect on the 
adrenal cortex. * 


This new concept of salicylate action explains 
many of the clinical results obtained with 
salicylate therapy in the treatment of arthrit- 
ides and rheumatic afflictions—observed 
results that cannot be attributed to 
analgesic action alone. 

*Proceedings Soc. Exp. Bio. Med., 1952, 
v80, 51-55, G. Cronheim, et al. 


FORMULA 
Sodium Salicylate 5 gr. (0.3 Gm.) 
Aluminum Hydroxide Gel. 
dried. @.12 tad 
Calcium Ascorbate. .1 gr. (60 mg.) 


BRISTOL, TENN. 


‘equivalent to 50 mg. Ascorbic 
Acid) 
Calcium Carbonate..1 gr. (60 mg.) 


send for 
professional 
literature 


| 
& 
an 
massengill 


NOT an “improvised” model .. . 
but DESIGNED to be copied 


for years to come! 


marcern 


“DUOTECH” contro 
UNIT 
only MATTERN gives you 
a true MILLIAMPERE 
SECOND INTEGRATOR! 


the Mattern DUOTECH Simpli- 
fied Technique reduces the 
usual 3 operational steps to 

2 selections: MaS and PKV. 


send today for free booklet > 


SOUTHERN MEDICAL JOURNAL 


F. MATTERN MFG. CO. 


F. Mattern Mfg. Co. 
4635-59 No. Cicero Ave. 
Chicago 30, Illinois 


City. 


Add 


November 1954 


only the Mattern DUOTECH 
Integrator combines milliamperage 
AND time! It alone METERS them 
both, resulting in output that’s 
CONSTANT! 


only the Mattern DUOTECH 
Integrator constantly MONITORS 
x-ray tube output, resulting in 
extremely accurate milliampere 
second control. 


only the Mattern DUOTECH 
Integrator provides the shortest 
time of exposure, and the fastest 
possible exposures while giving 
complete protection to the 
x-ray tube. 


[) Please send me free booklet 
about the ““DUOTECH” 

() Have your dealer call for 
appointment 


State. 


in treatment 


of ulcerative colitis... 7H dine 


BRAND OF SALICYLAZOSULFAPYRIDINE 


Bargen reports that since 1949 ap- 
proximately 100 patients have been 
with Azulfidine. “The results 
have been extremely satisfactory in 
most cases.” 


Personal communication (Apr. 
12, 1950) 


1950 


Of 119 patients treated with Azulfi- 
dine prior to 1944, 90 patients (75%) 
were symptom-free or considerably 
improved when re-examined in 1949. 


Svartz, N.: Acta. Med. Scandi- 
nav. 141:172, 1951. 


1951 


literature available on request from: 


PHARMACIA LABORATORIES, Inc. 


Executive Offices: 270 Park Ave., New York 17, N. Y., Sales Offices: 300 First St., N.E., Rochester, Minn. 


1952 
1953 


In a series of 52 patients with chronic 
ulcerative colitis 30, or 53%, showed 
significant improvement den treat- 
ment with Azulfidine. 


Morrison, L. M.: Gastroenterol- 
ogy 21:133, 1952. 


Morrison says: “Azopyrine [Azulfi- 
dine} . . . has been effective in con- 
trolling the disease in approximately 
two-thirds of patients who had previ- 
ously failed to respond to standard 
colitis therapy currently in use. 


Morrison, L. M.: Rev. Gastroen 
terology 20:744 (Oct.) 1953. 
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Whenever 
the diet is faulty, 
the appetite poor, 
or the loss of food 
is excessive 


through vomiting 
or diarrhea— 


Valentine’s 
MEAT EXTRACT 


stimulates the appetite, 
increases che flow of 
digestive juices, 
provides: supplementary 
amounts of vitamins, minerals 
and soluble proteins, 
extra-dietary vitamin By, 
protective of 
latable and 


Suplied in bottles of 2 or 6 fluidounces. 


Dosage is 1 teaspoonful two or three times daily; 
two or three times this amount for potassium 
therapy. 


VALENTINE Company, Inc. 


RICHMOND 9, VIRGINIA 


NIDAR 


FOR INDIVIDUALIZED 
CONTROL OF 
TENSION PEAKS 


New 


Nidar is the new formulation spe- 
cifically designed to control the 
tensions of everyday life. Nidar 
offers sedation when needed 
without drowsiness. 


Each light green, scored NIDAR 
tablet contains: 


Secobarbital Sodium. .... % gr. 
Pentobarbital Sodium.... % gr. 
Butabarbital Sodium..... Ye gr. 
Phenobarbital............ Ye gre 


Bottles of 100 and 1000. 


Usual tension-controlling dos- 
age: 1 tablet % hr. before period 
of morning or afternoon tension. 
(For hypnotic effect without bar- 
biturate hangover: 1 or 2 tablets 
Y hr. before retiring.) 


THE ARMOUR LABORATORIES 
DIVISION OF ARMOUR AND COMPANY 
CHICAGO 11. ILLINOIS. 


Untangle Daytime Nerves 
K\ Old age aN ! 
\ 
44 
“Adolescence 
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Angi toris 
t i 
The new strategy in angina pectoris is 
prevention, the new low-dose, long-acting 
drug—Metamine. Most effective milli- 
gram for milligram, and better tolerated, 
MeETAMINE prevents attacks or greatly 
diminishes their number and_ severity. 
Dosage: 1 tablet (2 mg.) after each meal; 
1-2 tablets at bedtime. 
155 East 4470 Street, New York 17, N.Y. 
Metamin e 
Triethanolamine trinitrate biphosphate, Leeming, tablets 2 mg. 
Bottles of 50 and 500. 
Blood Chemistry Outfits 
Accurate, Simplified Clinical Tests 
Units available for 
Albumin and Sugar in Hemoglobinometer Sugar in Blood 
Urine Icterus Index Sugar in Urine 
Alcohol in Blood and (Pigford) Sulfonamides SAN I AR I M 
Urine Icterus Index (Micro) (Blood and i [ J 
Alveolar Air CO2 Tension Kline Test for Syphilis Urine) 
Bilirubin in Blood pH of Blood Thiocyanate 
Blood Loss in Body Fluids pH of Urine Thymol Turbidity 
Bromides in Blood Phenolsulfonphthalein Test 
Calcium - Phosphorus in (Block Type) Urea in Blood 
Blood Phenolsulfonphthalein Urea in Urine 
Chlorides in Blood (Roulette Type) Urie Acid in 
Cholesterol in Blood Specific Gravity Blood 
Creatinine in Blood (Blood & Body Urinalysis For the diagnosis and treatment of 
Gastrie Acidity Fluids) Vitamin C in 
Blood and Urine 
Example nervous and mental disorders, and 
for Blood Sugar Estimation ae 
s addictions to alcohol and drugs. 
LaMotte Blood Sugar Outfit 
Uses only a few drops of 
finger blood. 
Permits tests at close in- 
tervals. 
Invaluable for infant cases. Established 1907 
Accurate to 10 mg. of 
sugar per 100 cc. of 
blood. 
~ without 
caleulations. 
for complete test. 
Write for LaMotte Catalog 
LaMOTTE CHEMICAL PRODUCTS CO. 
Dept. § Towson, Baltimore 4, Md. 


I 


Vol. 47 No. 11 SOUTHERN MEDICAL JOURNAL 73 


Brand of tetracycline 


is now available on preseription from 


(Pfizer Laboratorie: $, Division, Chas. Pfizer & Co., Inc., 


For well-tolerated 
therapy of such common 
infections as: 


world’s largest producer of antibioties, 


or discoverers of oxytetracyeline and 
Pneumococcal infections, 


the first to deseribe the structure of 

streptococcal infections, 

or tetracveline. nucleus of modern 

including follicular 

tonsillitis, septic sore broad-spectrum: antibiotic therapy. 


throat, scarlet fever, 
pharyngitis, cellulitis, 
urinary tract infections 


due to susceptible organisms, Tetraeyn is supplied as Capsules, 
and meningitis; many 

staphylococcal infections. Pablets. Oral Suspension (chocolate 
with or without bacteremia, 


including furunculosis, 
septicemia, abscesses, impetigo, 
acute otitis media, 


flavored), Pediatric Drops (banana 


flavored), Intravenous. Intramuscular, 
susceptible urinary tract 

infections, bronchopulmonary Ophthalmic Ointment, and Ointment 
infections, acute bronchitis, 

pharyngitis, laryngotracheitis, (t« plea l). 

tracheobronchitis, sinusitis, 

tonsillitis, otitis media, TRADEMARK 


and osteomyelitis; 

certain mixed bacterial 

infections; soft tissue 

infections due to =P r 

susceptible organisms. PFIZER LABORATORIES, Brooklyn 6, N.Y. 


Division, Chas. Pfizer & Co., Inc. 
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for the cramps, pain 


and depression of dysmenorrhea 


a ry 


Edrisal” relieves cramps 


Benzedrine} Sulfate (possibly the most important component 
of ‘Edrisal’) is ‘in my experience . . . the most satisfactory 
antispasmodic for use in spastic dysmenorrhea.” 

Janney, J. C.: Medical Gynecology, ed. 2, Philadelphia, 1950, p. 365. 


‘Edrisal’ relieves pain 


‘“’ ‘Edrisal’ was more effective than any other analgesic 
previously used .. .” 
Wells, R. L.: M. Ann. District of Columbia 20:360. 


‘Edrisal’ relieves depression 


“Mental depression was always relieved.” 
Hindes, H. J.: Indust. Med. 15:262. 


Each ‘Edrisal’ tablet contains: ‘Benzedrine’ Sulfate (racemic 
amphetamine sulfate, S.K.F.), 214 mg.; acetylsalicylic acid, 21% gr. 
(0.16 Gm.); and phenacetin, 21% gr. (0.16 Gm.). 


Recommended dose: 2 tablets 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
tT.M. Reg. U.S. Pat. Off. for racemic amphetamine sulfate, S.K.F. 
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Continued from page 62 
SOUTH CAROLINA 


South Carolina Obstetrical and Gynecological Society has 
elected Dr. Frank >. Geibel, Columbia, president; and 
Dr. Lawrence L. Hester, Jr., Charleston, secretary. 

Dr. George Soloyanis recently became South Carolina's first 
director of community services with the State Mental Health 
Commission. For the past vear he has been clinical psy- 
chologist, Greenville Mental Hygiene Clinic. 

Dr. James C. Vardell, Jr., is associated with Dr. J. Heyward 
Gibbes, Columbia, in the practice of internal medicine. 

Dr. Hugh H. DuBose has opened an office in Columbia for 
the practice of internal medicine. 

Dr. H. LeRoy Brockman has opened offices in Greer for the 
practice of surgery. He is a nephew of Dr. W. Thomas 
Brockman, Greenville. 

Dr. James Pierce Horton, Jr., and Dr. William Elford Sims, 
Ir., have announced the opening of their offices in Lancaster 
for the general practice of medicine. 


Dr. Charles R. Propst has opened an office in Sumter for 
the practice of pediatrics. 

Dr. Jack A. Thurmond is associated in general practice with 
Dr. A. D. Couch, Greenville. . 

Dr. Norton L. Williams has opened an office in Charleston 
for the practice of psvchiatry and psychoanalysis. 


‘TENNESSEE 


American Society of Tropical Medicine and Hygiene will 
meet in Memphis Peabody Hotel, November 4-6. Dr. John 
Fk. Larsh, Jr., Chapel Hill, North Carolina, is secretary. 

The Division of Pediatrics, University of Tennessee College 
of Medicine, Memphis, has been awarded $40,949 to finance 
seven different studies from which children may benefit. Dr. 
James N. Etteldorf will direct the research activities of the 
Division. Mead Johnson & Company has awarded $5,000 to con- 
duct a study of the administration of medicinal agents in chil- 
dren. The United States Public Health Service has made an 
award of $12,449 for continuation of studies on hypertension 
in children with nephritis; and $10,000 for an investigation of 
circulatory and other physiological phenomena in children 
with sickle cell anemia. The John and Mary Markle Foun- 
dation has renewed a $6,000 scholarship, it being awarded to 
Dr. A. H. Tuttle, an instructor in the Division, to provide op- 
portunities in academic medicine and medical research, 

American College of Surgeons Sectional Meeting will be 
held in Nashville, Dinkler-Andrew Jackson Hotel and War 
Memorial Auditorium, April 4-6, 1955. 


TEXAS 


American College of Surgeons Sectional Meeting will be held 
in Galveston, Buccaneer and Galvez Hotels, January 17-19, 
1955. 

Dr. and Mrs. J. C. Watkins, Harlingen, recently celebrated 
their golden wedding anniversary and Dr. Watkins’ fiftieth 
vear of medical practice. 

Dr. Joseph F. McVeigh, Fort Worth, was recently presented 
a watch in appreciation for his twenty-six years as adviser 
to the faculty of St. Joseph's Hospital's School of Nursing. 

Dr. Elliott Mendenhall, Dallas, has been appointed to the 
advisory board of the American Trudeau Society. 

Dr. Edmond K. Doak, Houston, has been appointed to 
represent Texas on the newly-created Board of Governors of 
the American Diabetes Association. 


Dr. R. K. Daily, Houston, and Dr. Gaynelle Robertson, 
Texas City, presented papers at the Interim Congress of the 
Pan American Association of Ophthalmology held recently in 
Sao Paulo, Brazil, and also spoke in Buenos Aires at the 
meeting of the Argentina Oto-Neuro-Ophthalmological Asso- 
ciation 


Ihe annual Tumor Seminar, sponsored by the San Antonio 
Society of Pathologists in conjunction with the College of Amer- 
ican Pathologists and the Texas Division of the American 
Cancer Society, will be held at the Brooke Army Hospital, 
Fort Sam Houston, November 6. 


The University of Texas Postgraduate School of Medicine, 
San Angelo Division, is offering a series of courses to be held 
the second Sunday of each month through May, 1955. No- 
vember and December programs are on gastrointestinal tract; 
January, urology; February, skull; March, spine; April, ex- 
tremities; and May, therapy. 


University of Texas, Austin, was one of the ten recipients of 
the research division grants, which totaled $17,900, made by 
Sharp and Dohme, Philadelphia. 


Continued on page 80 
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to relieve 


intense pain 


‘Edrisal’ with Codeine 1 gr.’ 


‘Edrisal with Codeine 14 gr.’ 


When ‘Edrisal’ alone fails to relieve pain, 
‘Edrisal with Codeine’ is indicated. Because 
of its Benzedrinet component, ‘Edrisal with 
Codeine’ provides codeine’s analgesia with- 
out the undesirable depressant effects so 
often associated with codeine therapy. 


Each tablet contains codeine sulfate, 44 gr. (32 mg.) 
—or 14 gr. (16 mg.)—plus the ‘Edrisal’ formula. 


Smith, Kline & French 
Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
tT.M. Reg. U.S. Pat. Off. for i phetamine sulfate, S.K.F. 
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Allen’s TUCKER HOSPITAL, INC. 
INVALID HOME 212 West Franklin St. (Corner of Madison) 


ESTABLISHED 1890 RICHMOND, VIRGINIA 
MILLEDGEVILLE, GEORGIA 


This is a private Hospital for the Neuro- 


For the treatment of logical practice of Drs. Beverly R. 
NERVOUS AND Tucker, Howard R. Masters and James 
Asa Shield. 


MENTAL DISEASES 


The Tucker Hospital is for the treat- 
Ground 600 Acres — Buildings, Brick ment of nervous and endocrine diseases. 
There are departments of massage, me- 
dicinal exercises, hydrotherapy and phys- 
iotherapy. The Hospital is large and 
Site High and Healthful bright, surrounded by a lawn and shady 
; walks, large veranda and has a roof 
garden. It is situated in the best part of 
E. W. ALLEN, M.D. H. D. ALLEN, M.D. Richmond and is thoroughly and mod- 
DEPARTMENT FOR MEN DEPARTMENT FOR WOMEN ernly equipped. The nurses are specially 
trained in the care of nervous cases. 


Fireproof — Comfortable — Convenient 


Terms Reasonable 


READJUSTMENT 
Brochure @ Modern Treatment Facilities @ Healthful Outdoor Recreation 
Rates @ Large Trained Staff @ Appetizing, Nourishing Meals 
Available to Doctors @ Individual Attention @ Supervised Sports 
and Institutions ~— @ Capacity Limited @ Religious Services 


@ Occupational and Hobby Therapy @ Ideal Location in Sunny Florida 


MEDICAL DIRECTOR — SAMUEL G. HIBBS, M.D., 
DIPLOMATE IN PSYCHIATRY 


TARPON SPRINGS + FLORIDA » ON THE GULF OF MEXICO © PH. VICTOR 2-181! 
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in angina pectoris... 
status anginosus 


Penroxyton—combining the tranquilizing, 
stress-relieving, bradycrotic effects of Rau- 
wiloid® and the prolonged coronary vasodilat- 
ing effect of pentaerythritol tetranitrate 
(usually abbreviated PETN) — provides a 
completeness of treatment heretofore un- 
available to angina patients. 


Therapy in depth—a wholly new principle 
in angina therapy —for the first time encom- 
passes effective treatment for cause-and-effect 
mechanisms, which goes deeper than the 
superficial plane of relief afforded by simple 
coronary vasodilatation. 


* Reduces nitroglycerin needs 


* Reduces severity of attacks Pentoxylon is not a substitute for nitro- 
* Reduces incidence of attacks glycerin. Continued therapy with Pentoxylon 
* Increases exercise tolerance can be expected to reduce markedly or abol- 
*Reduces tachycardia ish nitroglycerin requirements, and greatly 
* Reduces anxiety, allays appre- relieve the apprehension of the patient who 
ee ; lives in continuous dread of the next attack. 
eng eed Each long-acting tablet of Pentoxylon 
Does not lower blood pressure contains pentaerythritol tetranitrate (PETN) 
in normotensives 10 mg. and Rauwiloid 1 mg. 
“Produces objective improve- Dosage: one to two tablets q.i.d., usually 


ment demonstrable by EKG. 


at mealtime and before retiring. 
Descriptive brochure on request. 


Available in bottles of 100 tablets. 


PENTOXYLON" 


RIKER LABORATORIES, INC., LOS ANGELES 48, CALIFORNIA 


Pict 
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413-21 Stuart Circle 
RICHMOND 20, VIRGINIA 
Medicine: Surgery: 
MANFRED CALL, III, M.D. A. STEPHENS GRAHAM, M.D. 
M. MORRIS PINCKNEY, M.D. CHARLES R. ROBINS, JR., M.D. 
ALEXANDER G. BROWN, III, M.D. CARRINGTON WILLIAMS, M.D. 
JOHN D. CALL, M.D. RICHARD A. MICHAUX, M.D. 
WYNDHAM B. BLANTON, JR., M.D. CARRINGTON WILLIAMS, JR., M.D. 
Obstetrics and Gynecology: Urological Surgery: 
WM. DURWOOD SUGGS, M.D. FRANK POLE, M.D. 
SPOTSWOOD ROBINS, M.D. Oral Surgery: 
EDWIN B. PARKINSON, M.D. GUY. R. HARRISON, D.D.S. 
Orthopedics: Roentgenology and Radiology: 
BEVERLEY B. CLARY, M.D FRED M. HODGES, M.D. 
Pediatsicn L. O. SNEAD, M.D. 
EDWARD G. DAVIS, JR., M.D. Physioth 
t : 
W. L. MASON, M.D. PEGGY ASHLEY 
Pathology: Plastic Surgery: 
REGENA BECK, M.D. HUNTER S. JACKSON, M.D. 
Director: 
CHARLES H. HOUGH 


ESTABLISHED 1911 


WESTBROOK SANATORIUM 


cA private psychiatric hospital em- Staff PAULV. M.D. 
ploying modern diagnostic and treat- REX BLANKINSHIP, M.D. 


Medical Director 


sulin, psychotherapy, occupational and 


ment procedures—electro shock, in- 


recreational therapy—for nervous and THOMAS F. COATES, M.D, eax! 
mental disorders and problems of AS 

R. H. CRYTZER, Administrator 

P. O. Box 1514 RICHMOND, VIRGINIA Phone 5-3245 a 


Brochure of Views of our 125-Acre Estate 
Sent on Request 
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See how comfortably a single-tube “Century” 
(with full size 76” table) fits in an 8’ x 10’ room. 
No wasted space behind the table 

for floor rails and tubestand supports. 

All manipulation (even changeover from 
radiography to fluoroscopy) can be done from the 
front of the table so you need never go behind it. 
Despite its compactness you have at command a 
full range of radiographic and fluoroscopic resources. 


how vaschle it is ? 


Whatever your x-ray need there is a “Century” combination 
to meet it exactly .. . neither more nor less. 


for example, you can choose among: 
t @ G0, 100, or 200 ma capacities @ table-mounted or birail tube- 
| The single tube serves @ self-rectified or full-wave stands 
_ for both radiography @ single or twin-tube models motor-drive or handrock tilt 


and fluoroscopy in this 


¢ wide variety of rotating or tables 
100 ma “Century” ° 


stationary anode tu 
@ hand - operated or motor - @ vertical or console type con- 
driven spotfilm devices trol cabinets 


kow ctonouucal 


Any way you look at it . . . moderate first cost, modest maintenance, 
or high trade-in... a Picker “Century” is a fine buy. 
Nothing flimsy about it; it’s built to last. 


|. A twin-tube 


| let your local rebyeseatative show you 


He can tell you, too, about the Picker Rental Plan which will put a 
“Century” in your office without initial capital investment. 


at 
the PICKER % 


combination radiographic-fluoroscopic x-ray unit 


25 South Broodwoy White Ploins, N. ¥. 
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in everyday practice 


PENICILLIN 
still the antibiotic of first 
choice for common infections. . . 


REINFORCED BY 


TRIPLE SULFONAMIDES 
to increase antibacterial 
range and reduce resistance... 


Three strengths: 
125M, 250M, 500M 


Each tablet contains: 

Penicillin G Potassium, Crystalline 
125,000 (or 250,000 or 500,000) 
units 

Sulfadiazine . . . . . 0.167 Gm. 

Sulfamerazine . . 0.167 Gm. 

Sulfamethazine. . . . 0.167 Gm. 


Supplied: 

Scored tablets in bottles of 50. 
Biosulfa 125M also available 
in bottles of 500. 


@ TRADEMARK, REG. U.S. PAT. OFF. 


Upjohn 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 


November 1954 


Continued from page 75 
VIRGINIA 


South Atlantic Association of Obstetricians and Gynecologists 
will hold its next annual meeting in Williamsburg, February 
10-12, The officers are Dr. Robert G. Nelson, Tampa, Flor- 
ida, president; Dr. Waverly R. Payne, Newport News, 
president-elect; Dr. John C. Burwell, Greensboro, North Caro- 
lina, vice-president; and Dr. C. H. Mauzy, Winston-Salem, 
North Carolina, secretary-treasurer. 

American Academy for Cerebral Palsy will meet in Williams- 
burg, Williamsburg Inn, November 4-6. 


University of Virginia Medical Alumni has elected Dr. Fd- 
ward R. Hipp, Charlotte, North Carolina, president; Dr. 
Benjamin W. Rawles, Jr., Richmond, vice-president and 
president-elect; Dr. Vincent W. Archer, Charlottesville, secre- 
tary; and Dr. McLemore Birdsong, Charlottesville, treasurer. 

Dr. Maurice A. Michael, a ntive of Richmond, has located 
for practice in Suffolk and is a member of the surgical staff 
of the Louis Obici Hospital. He has been away from the 
state thirty years and has been associated recently at the 
Jewish Hospital, Philadelphia. 

Dr. T. S. Ely, Jonesville, has been reappointed as a mem- 
ber of the Lee County School Trustee Electoral Board for a 
term of four years. 


Dr. D. H. Mason, who has served continuously as a member 
of the Henry County School Board since 1918 and as chair 
man since 1923, has been reelected chairman of the board. 
The Drewry Mason High School, near Ridgeway, is named 
in his honor. 


Dr. Charles M. Irvin has been appointed health commis 
sioner for the City of Roanoke, having held the position for 
the past vear on a temporary basis following the resignation 
of Dr. J. N. Dudley. 

Dr. Snowden C. Hall, Danville, succeeds Dr. W. J. Hagood, 
Clover, as a member of the State Board of Medical Examiners. 

Drs. Charles A. Young, Sr. and Jr., and Dr. Newland W. 
Fountain have opened a branch office in the Carlton Terrace 
Building, Roanoke. ‘Their main office continues to be in the 
Medical Arts Building. 


Dr. William A. Cover has opened an office for general 
practice in ‘Tazewell. 

Dr. Josiah T. Schowalter, Christiansburg, has been elected 
chairman of the regional coordinating committee of the 
American Red Cross. 


WEST VIRGINIA 


West Virginia Heart Association will meet in Huntington, 


November 5. 


Dr. Helen B. Fraser, Charleston, has been appointed direc- 
tor of disease control of the State Department of Health, 
succeeding Dr. H. C. Huntley, Charleston, who resigned. Dr. 
Fraser has served as director of the division of maternal and 
child health since 1950. 

Dr. William W. Currence, Charleston, pediatric consultant 
to the division of maternal and child health, has been named 
acting director of that division to succeed Dr. Helen B. 
Fraser. 

Dr. Ellery T. Drake, Williamson, secretary of the Mingo 
County Medical Society, has accepted a residency in surgery at 
Christ Hospital in Cincinnati, and Dr. Andrew H. Henderson, 
Jr., Williamson, has been named secretary-treasurer of the 
society. 

Dr. John H. Murry, Jenkinjones, has been named a mem 
ber of the state board of education for the term ending 
June 30, 1963. 

Dr. W. P. Bittinger, Summerlee, and Dr. Don D. Daniel, 
Beckley, have been reappointed members of the medical li- 
censing board for the term ending June 30, 1959. 

Dr. John C. Condry, Charleston, has been elected president 
of the Charleston Executive Club. Other Charleston phy- 
sicians elected members of the board of directors are Drs. 
Peter A. A. Haley, Howard A. Swart and Pat A. Tuckwiller. 


Classified Advertisements 


FOR SALE—Fstablished practice of internal medicine and 
surgery. $12,500, 122,000 charts for lease of two vears. Will 
remain with doctor for six weeks or two months. Contact 
W. L. Cousins, M.D., 3001 Cooledge Road, Tucker, Georgia. 


FOR RENT or SALE—Unequipped 18-room clinic and hos- 
pital in small town Northeast Georgia drawing from large 
fast-growing area; established practice 60 years; doctors de- 
ceased; long established dentist in building; two doctors badly 
needed. Contact DL c/o SM 
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An important 
agent in internal 
medicine 


¢Allays agitation 
and apprehension (non- 
soporific sedation) 


in refractory or 

@ In the majority of hypertensives, relapsing cases 
Serpiloid lowers tension, tran- 
quilizes, relieves associated 
symptoms 


ERYTHROMYCIN 
the antibiotic of choice 
against resistant 
Gram-positive cocci. .. 


REINFORCED BY 


® In the normotensive, it does not onttiasmenmieinines 


lower blood pressure signifi- to cover Gram-negative bacteria 
and to potentiate 
cantly the erythromycin... 
Each tablet contains: 
Sulfamerazine «+» Gm. 
© For long-term use, virtually free Sulfamethazine . . . . 0.083 Gm. 
Supplied: 
from side actions Protection-coated tablets 
in bottles of 50 and 500. 
© Simple dosage . . . One tablet onan 


(0.25 mg.) t.i.d. 


Clinical samples on request. oe) 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 


LABORATORIES, INC. 


LOS ANGELES 48, CALIF. 
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BRAWNER’S SANITARIUM 


ESTABLISHED 1910 
SMYRNA, GEORGIA 


(SUBURB OF ATLANTA) 
FOR THE TREATMENT OF 
PSYCHIATRIC ILLNESSES AND 
PROBLEMS OF ADDICTION 


Psychotherapy, Convulsive Therapy, Recreational and Occupational 
Therapy 


Modern Facilities 


Custodial Care for a Limited Number of Elderly Patients at Monthly Rate 


Jas. N. Brawner, M.D. Jas. N. BRawner, JRr., M.D. ALBERT F. BRAWNER, M.D. 
MEDICAL DIRECTOR ASSISTANT DIRECTOR AND RESIDENT SUPERINTENDENT 
SUPERINTENDENT 
P. O. Box 218 : Phone 5-4486 


THE WALLACE HOSPITAL 


W. R. WALLACE, Superintendent 


Memphis, Tennessee 


For the Diagnosis and Treatment of Nervous and Mental Diseases, 
Drug Addiction and Alcoholism. 


Vol. 


47 No. 11 SOUTHERN MEDICAL JOURNAL 


HILL CREST SANITARIUM 
FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 


Insulin and Electro-Shock Therapy used in Selected Cases. Gradual Reduction Method used 
in the Treatment of Addictions. 
Established in 1925 


Thoroughly modern in architecture and construction. Eight departments—affording proper classification of patients. 
All outside rooms, attractively furnished. Several bathrooms and rooms with private bath on each floor. Also 
a spacious sun parlor in each department. Located on the crest of Higdon Hill, 1050 feet above sea level, over- 
looking the city, and surrounded by an expanse of beautiful woodland. Ample provision made for diversion and 
helpful occupation. Adequate night and day nursing service maintained. 


James A. Becton, M.D., Physician-in-charge James Keen Ward, M.D., Associate Physician 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phones 9-1151 and 9-1152 


Browne-McHardy Clinic 


@ Diagnostic and Therapeutic 
Facilities 

@ Internal Medicine and 
Gastroenterology 

@ Surgery 

@ Gynecology and Obstetrics 

@ Radiology—X-ray and 
Radium therapy 


@ Laboratory and Research 
Departments 


@ Urology 

@ Endoscopy 

@ Otolaryngology-Ophthalmology 
@ Neuropsychiatry 

@ Hotel facilities available 


363 6 ST. CHARLES AVENUE 


Phone TYler 2376 e New Orleans, La. 
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“taste-tested”” blend of flavers carefully protected during manufacture ... no 
unpleasant aftertaste ... readily accepted without coaxing. 

is achieved by Mead’s specially developed solution. Poly-Vi-Sol and Tri-Vi-Sol 
do not require refrigeration... no expiration dates on labels... they may be 


safely autoclaved with the formula, 


Light, free-flowing... 


no mixing necessary... calibrated droppers assure easy, accurate dosage. For 


infants, drop directly into the mouth. For children, measure into a spoon. 


Poly-Vi-Sol* and 


NUPC UL? Ny 


Tri-Vi-Sol® supply crystalline vitamins in a completely hypoallergenic solution, 


Poly-Vi-Sol Tri-Vi-Sol 


Six essential vitamins for drop dosage Vitamins A, D and C for drop dosage 
Each 0.6 cc. supplies: Each 0.6 cc. supplies: 

Vitamin A 5000 units Vitamin A 5000 units 
Vitamin D 1000 units Vitamin D 1000 units 
Ascorbic acid 50 mg. Ascorbic acid 50 mg. 
Thiamine img. 

Riboflavin 0.8 mg. 

Niacinamide 6 mg. 


6 


Available in 15 cc. and 50 cc. dropper bottles 


MEAD JOHNSON & COMPANY © EVANSVILLE, INDIANA, U. S. A. T MEAD) 
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AN OUTSTANDING MEMBER §& 
oF THE LILLY FAMILY 
OF VITAMINS 


= for people past forty—prescribe this potent dietary supplement 


MI-CEBRIN 


(Vitamin-Mineral Supplements, Lilly) 


@ complete—each Tablet ‘Mi-Cebrin’ contains 11 vita- 
mins and 10 minerals. 


@ economical—convenient and economical to take, 
only one Tablet ‘Mi-Cebrin’ daily prevents practically 
all vitamin-mineral deficiencies. 


@ potency protected—a special coating between the 
vitamins and minerals prevents potency-destroying 
oxidation-reduction reactions and serves as a mois- 
ture barrier for maximum stability. 


@ quality controlled—‘Mi-Cebrin’ is painstakingly 
5 manufactured. Every finished lot is thoroughly as- 


sayed before release. 


QUALITY / RESEARCH / INTEGRITY Supplied in bottles of 100 tablets at drug stores everywhere. 


ELCt AMD COMPARY, CNDIRRAPOLIS U.S.A. 
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comprehensive control 


of the troublesome triad: 


digestive disorders 
tension 
pain 


BARDASE combines natural belladonna alkaloids 

and phenobarbital with the starch digestant Taka-Diastase® 
for relief of visceral spasm and pain, reduction 

of nervous tension, and improvement of digestion. 


BARDASE 


SPASMOLYTIC—SEDATIVE—DIGESTIVE AID 


BARDASE is supplied as 
yellow tablets, each containing 
14 gr. extract belladonna, 

1, gr. phenobarbital, 

and 2% gr. Taka-Diastase; 
bottles of 100 and 1,000. 


* TRACE MARK 


DETROIT MICHIGAN 
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